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Two arresting Symposia in the February Pediatrie Clinies 


-10 articles ranging 2. PEDIATRIC OPHTHALMOLOGY~—7 articles on 


such vital topics as: managing eye injuries in children 


1. GYNECOLOGIC PROBLEMS- 
from early gynecologic examination through menstrual 
problems to advice on managing the pregnant teenager. 


See SAUNDERS Advertisement on next 2 pages 


—prognosis in cataracts--methods of vision testing. 
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Levine—Clinical Heart Disease 
New (5th) Edition! Easily understood advice on 


practical management for a wide range of cardiac problems 


A clearcut and current appraisal of heart disease—its cause, its diagnosis and its 


treatment—through the eyes of an internationally respected clinician and teacher. ° 
Material has all been carefully chosen for the information most directly helpful in 
the care of the patient. Each of the common cardiac disorders is delineated in one 
or more full chapters. A 200-page section on Clinical Electrocardiography includes . 


more than 900 ECG’s complete with inter pretation and significance. Unusually help- 
ful are the hints and bits of advice on the various methods of examination, tech- 
nique for each, which to use and what it reveals. No phase of up-to-date medical 
treatment has been neglected. The entire book is written in such a conversational 
tone, difficult: problems seem less formidable. 


By SAMUFL A. LEVINE, M.D., F.A.C.P., Clinical Professor of Medicine, Harvard Medical School, Physician, The Peter Bent 


Brigham Hospital, Boston; Consultant Cardiologist, Newton-Wellesles Hospital; Physician, New Frogland Baptist Hospital. 67 
6.” x Ql 


pages, 


i’. with 216 illustrations, 914 electrocardiograms. $4.50 New th! Edition—Just Published! 


Novak & Novak—Gynecologic & Obstetric Pathology 


New (4th) Edition! \\aluable to every physician who sees female patients 


An up-to-date and superbly illustrated work of tremendous help in your diagnoses 
of diseases peculiar to women. Each of the female generative organs is considered 
separately. A clear picture is drawn of the structural and functional changes brought 
about by every disease that may attack that organ. Gross appearance of lesions is 
described and often pictured, along with the microscopic representation. Clear dif- 
ferentiation is made between lesions whose similiarities are confusing. In this care- 
fully revised edition a new chapter has been added on Exfoliative Cytopathology 
and drastic revisions have been made in discussions on placental abnormalities, im- 
plantation and placentation. 


By NOVAK, A.B., M.D., D.Se. (Hon., Trinity College, Dublin and Tulane), F.A.C.S., (Hon.), Late Assistant Pro 
fessor Emeritus of Gynecology, The Johns Hopkins Medical School; Gynecologist, Bon Secours and St. Agnes Hospitals, Baltimore; 
Fellow and Past President, American Gynecological Society; and EDMUND R. NOVAK, A.B., Assistant Professor of 
cology, Johns Hopkins Medical School, Gynecologist, Johns Hopkins, Bon Secours, Hospital for Women Of Maryland, and Union 
Memorial Hospitals, Baltimore, 650 pages, with 683 illustrations, 25 in color, $14.00 New (4th) Edition-Just Published! 


Beckman—Drugs: Their Nature, Action & Use 


A New Beek! Helpful information on the useful drugs you employ frequently 


A new and manageable pharmacologic reference giving you an uncluttered presen- 
tation of the action of various classes of drug agents. Coverage progresses according 
to logical physiologic units. You'll find first discussions of drugs that stimulate or 
depress Muscle, then drugs relating to Blood and to the Blood Vessels. Next, Dr. 
Beckman goes on to agents affecting the Central Nervous System—those that quiet 
and put to sleep. those that affect mood, ete. Under this scheme, if you know the 


effect you wish to produce in a particular area or system of the body, it is relatively 
simple to locate the most effective drug. The most important drugs in each class are 


ders all included——-with notations as to indications, contraindications, dosage, toxicity, 


aur side effects, ete. 


By HARRY BECKMAN, M.D., Director, Departments of Pharmacology, Marquetie University Schools of Medicine and Dentistry; 

Consulting Physician, Milwaukee County General Hospital and Columbia Hospital, 728 pages, 7” x 10”, $15.00. Just Published! 
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THE PEDIATRIC CLINICS 


OF NORTH AMERICA 


Contain a remarkable double Symposium for February, 1958 


Consulting Editor 


I. Gynecologic Problems Goodrich C. Schauffler, M. D. 


Here is worthwhile information for any pediatrician 
or family physician—covering an area where he can 
use as much help as possible. 10 highly qualified con- 
tributors help you answer questions such as: When 
should gynecologic examination of young girls begin — 
How to accustom them to examination—What to tell 
girls and parents about common menstrual problems 
and hygiene—What can be done with the sexually 
precocious youngster. You'll find also a dispassionate 
and sensible review of the problems in teenage preg- 
nancy—what the physician should do, how to advise 
the girl and her family, advice concerning adoption, 
why abortion must be condemned, etc. 
Contents 
The Female Genitals in Infancy—Goodrich C. Schauffler 
Examination of the Genital Organs in the Prepubes- 
cent and in the Adolescent Girl—Edward D. Allen 


Disorders of the External Genitals and Vagina—John 
W. Huffman 

Menstrual Problems of Adolescence—C. Frederic Fluh- 
mann 

The Immature Breast—Goodrich C. Schauffler 

Gynecologic Aspects of Sexual Precocity—Robert B. 
Greenblatt, William E. Barfield, Edwin C. Jungck and 
Jorge Martinez Manautou 

Intrapelvic Complications—Bernard Hark 

Psychosomatic Factors and Masturbation—Goodrich C. 
Schauffler 

Abnormal Sexual Development in Children—Edwin C. 
Jungek, Robert B. Greenblatt and Jorge Martinez 
Manautou 

Teen-Age Obstetrics—Jeromé 5S. Menaker 


2. Pediatric Ophthalmology Scheie, 


Uveitis in Children—Samuel J. Kimura and Michael J. 


A wealth of help on preservation of sight and im- 
provement of vision in the young. You'll find useful 
articles on: Indications for operative therapy in con- 
genital cataracts—General management of strabismus 
—Importance of early diagnosis of glaucoma—Proper 
measures for prevention of retrolental fibroplasia— 
Ophthalmologic signs in neurologic disease—Etc. 


Contents 
The Management of Strabismus—Frank D. Costenbader 
and Dan G. Albert 
Congenital Cataract—Paul A. Chandler 


Hogan 

Pediatric Ophthalmology from the Standpoint of Neu- 
rology—C. Wilbur Rucker 

What the Pediatrician Should Know about the Man- 
agement of Ocular Injuries —William F. Hughes 

Congenital Glaucoma—Otto Barkan and William J. 
Ferguson, Jr. 

Vision Tests in Infants and Young Children—Ralph O. 
Rychener 

Retrolental Fibroplasia— Arnall Patz 


THE PEDIATRIC CLINICS OF NORTH AMERICA are hardbound books published 


quarterly. Each illustrated number contains about 250 pages of practical information 


on important areas of child care. Sold only on a yearly basis—$15.00 per year (4 
numbers). FORTHCOMING NUMBERS: May—Recent Clinical Advances— Alan Ross, 


Consulting Editor, August—Behavior Disorders—Harry Bakwin, Consulting Editor. 


W. B. SAUNDERS COMPANY Wes: Washington Square, Phila. 5, Pa. 


Please send and charge my account: [] Easy Pay Plan ($3 per mo.) 
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An Integrated Guide to 
Diagnosis, Treatment 
and Prognosis 


Ackerman-Regato’s 


CANCER—DIAGNOSIS, 
TREATMENT AND 
PROGNOSIS 


“Certainly this book is highly rec- 
ommended as a reference for all 
practicing physicians. The infor- 
mation it contains is easily ac- 
cessible and concise, and it pro- 
vides the physician with an un- 
biased presentation that he might 
otherwise be required to piece to- 
gether after an exhaustive time- 
consuming review of the litera- 
ture.”—J. Iowa M. Soc. Nov. ’56. 


Written by two highly-qualified au- 
thors, CANCER — DIAGNOSIS, 
TREATMENT AND PROGNO- 
SIS is an integrated guide to every 
aspect of this destructive disease. 
After discussing history, artificial 
production, heredity, bacteriology, 
characteristics of established neo- 
plasms and cancer theories as a 
background to understanding the 
problem, each of the remaining 
chapters discusses in detail can- 
cer of a particular system or organ 
of the body following the same 
general outline: anatomy, inci- 
dence and etiology, pathology, 
clinical evolution, diagnosis (in- 
cluding differential diagnosis), 
treatment and prognosis. This re- 
vision reflects current thinking on 
radiotherapy, surgery, cancer re- 
search, Hodgkin’s disease, leu- 
kemia, tumors of the stomach, 
cancer of the cervix and tumors of 
the breast. Particular attention 
has been given to advances in diag- 
nostic roentgenology and diagnosis 
and such new techniques of treat- 
ment as irradiation therapy and 
surgery have been evaluated. 


By LAUREN V. ACKERMAN, M.D., 
Professor of Surgical Pathology and 
Pathology, Washington University 
School of Medicine, St. Louis; and 
JUAN A, del REGATO, M.D., Associ- 
ate Professor of Radiology, University 
of Colorado Medical School, and Di- 
rector of the Penrose Cancer Hospi- 
tal, Colorado Springs, Colorado. 1954, 
2nd edition, 1201 pages, 6%” x 9%”, 
702 illustrations, 23 color plates. 
Price, $22.50. 


3207 Washington Boulevard 


Four Mosby Gooks “Jo Enhance Your Skills 


An Integrated Presentation of Every Aspect of Diseases of the 
Shoulder and Related Areas 


Bateman’s 
THE SHOULDER AND ENVIRONS 


Unlike other references in the field, Bateman’s THE SHOULDER AND ENVIRONS is the 
one book that gives you a completely integrated presentation of every aspect of diseases of 
the shoulder and related areas. It covers in explicit detail applied basic sciences, diagnosis, 
treatment and related considerations, all copiously illustrated with meaningful drawings 
and clinical photographs. 


Dr. Bateman has organized his material to be of practical value to the busy practitioner. 
Using the patient’s symptoms as a beginning, this helpful guide directs you to the likely 
diagnosis and then gives you a detailed discussion of the disease. 


Carefully integrating basic sciences into diagnosis and treatment, this reference offers a 
wealth of down-to-earth information including a system for classifying and simplifying 
diagnosis, tabulated summaries of differential diagnosis emphasizing cardinal points, sum- 
maries of treatments at the end of chapters, instructions for simple treatment at home, an 
extensively-illustrated guide to operative techniques and a guide to disability investigation 
and assessment. 


By JAMES E. BATEMAN, M.D., F.R.C.S. (C.) Diplomate, American Board of Orthopaedic Surgery ; 
Fellow, American Academy of Orthopaedic Surgeons; Orthopaedic Consultant, Sunnybrook Hospital, 
Toronto, Department of Veterans Affairs of Canada; Consultant, Workmen's Compensation Board 
of Ontario. 1955, 565 pages, 6%4” x 934”, 376 illustrations. Price, $12.50. 


A Quick Reference to Diagnosis and Treatment of 
Urogenital Diseases 


Barnes and Hadley 
UROLOGICAL PRACTICE 


A practical and efficient quick reference guide to the diagnosis and treatment of common 
urogenital diseases, UROLOGICAL PRACTICE can be a valued consultant to the busy 
general practitioner. This comprehensive reference is so conveniently arranged that you 
can quickly find the symptoms which your patient presents, decide the most probable cause, 
give immediate palliative treatment and then obtain a more detailed description of the 
disease and its management in another part of the book. Basic material such as anatomy, 
physiology and pathology has been purposely omitted and theories and references to 
literature have not been included in the interest of brevity. Instead, you'll find this a 
practical reference describing in full detail common office procedures, including specifi 
treatment, dosages and probable results. 


By ROGER W. BARNES, B.A., M.S., M.D., F.A.C.S., F.LC.S., Professor of Surgery (Urology) and 
Chairman of the Section on Surgery, School of Medicine, College of Medical Evangelists; and 
HENRY L. HADLEY, B.A., M.D., D.N.B., Assistant Clinical Professor of Urology, School of Medicine, 
College of Medical Evangelists; with contributions by six other specialists. 1954, 494 pages, 6%” 
x 9%”, 166 illustrations. Price, $10.00. 


A Complete Presentation of the Subject by an 
Acknowledged Authority 


Dieckmann’s 
THE TOXEMIAS OF PREGNANCY 


Much of the confusion concerning classification of the toxemias of pregnancy is in great 
part due to failure to appreciate the difference between normal and abnormal pregnancy. 
The problem is still a serious one. An average of 35% of fetal deaths is still due to this 
cause—and the mortality rate in maternal deaths from eclampsia is still high. In this 2nd 
edition of THE TOXEMIAS OF PREGNANCY, Dr. Dieckmann had two objectives in 
mind: (1) to acquaint the obstetrician with some of the recent contributions on physiology 
pertaining to obstetrics and (2) to acquaint the investigator with some of the physiology and 
pathology in obstetrics. This second edition is a most extensive revision of a work by an 
acknowledged authority. 

By WILLIAM J. DIECKMANN, B.S., M.D., Mary Campau Ryerson Professor and Chairman of the De- 


partment of Obstetrics and Gynecology of the University of Chicago; Chief of Service of The Chicago 
Lying-in Hospital and Dispensary. 1952, 2nd edition, 709 pages, 6%” x 91%”, 85 illustrations (1 in 


color). Price, $10.00. 


St. Louis 3, Missouri 


¢ 
\ 
% 
Red 
Z 
bin 
# g 
bg 
a 
#24 
y 
4 
pany 
The C. V. Mosby Co 
x 


J.A.M.A.—FEBRUARY 15, 1958 


today my patients ask about 
Nutrition 


That’s why physicians in every specialty find The AMERICAN JOURNAL OF 
CLINICAL NUTRITION indispensable in their practice. This authoritative 


journal covers all phases of applied nutrition; gives you up-to-date case 


history data, reportings of leading specialists, integrated world abstracts, 


practical guides, timely editorials, book reviews, and outstanding news 


of the field. Subscribe now, one year (6 issues), U.S.A. $8.00; Canada, 


$8.50; Foreign, $9.00. 


THE AMERICAN JOURNAL OF 


Clinical Nutrition 


A PUBLICATION OF THE Yorke GROUP 


Publishers of The American Journal of Surgery, The American Journal 
of Medicine, The American Journal of Cardiology, Modern Drugs 


11 East 36th Street, New York 16, N. Y. 


The American Journal of Clinical Nutrition 
11 East 36th Street, New York 16, N.Y. 


Please enter my subscription for 1 year (6 issues) to 
The American Journal of Clinical Nutrition. U.S A. $8.00; 
Canada, $8.50; Foreign, $9.00. 


(] Remittance enclosed C) Bill me later 


Name 


Address 


City Zone State 
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A photographic survey 
in atlas form .. 


Wolff, et al: MICROSCOPIC 
ANATOMY OF THE 
TEMPORAL BONE 


A photographic survey of serial sections of the temporal bone 
cut in the three routine planes of sectioning human specimens. Arranged in 
text-opposite-illustration fashion, in the manner of an atlas. Essential background 
for delicate and exacting procedures for restoration of hearing. 


By Dorotuy Wo FF, PA.D., Research Pathologist, RICHARD J. BELLUCCI, 
M.D., Surgeon-in-Charge of Speech and Hearing Clinic, and 

ANDREW A. Eccston, M.D., Pathologist and Director of Laboratories, 
Manhattan Eye, Ear and Throat Hospital 


422 pp., 199 figs. (1957) + Price: $12.50 


Latest advances 
in neurosurgery... 


CLINICAL NEUROSURGERY, 
VOLUME 4 


Proceedings of the Sixth Annual Meeting of The Congress of Neurological 
Surgeons held in Chicago, November 1-3, 1956, edited by Ira J. Jackson. 


Contents: Thoughts on the Functions of the Temporal Cortex, by 
Wilder G. Penfield, M.D. ; Ocular Manifestations of Pituitary Tumor, 
by C. Wilbur Rucker, M.D. ; Roentgenological Aspects of Lesions Around the 
Sella Turcica, by John D. Camp, M.D. ; Operative Approach to the 
Pituitary Gland, by J. Grafton Love, M.D.; Surgical and Irradiation Treatment 
of Pituitary Adenomas, by Gilbert Horax, M.D.; Hypophysectomy for 
Cancer of the Breast, by Bronson S. Ray, M.D. ; Physiological Effects 
of Hypophysectomy, by Olof H. Pearson, M.D. 


152 pp., 54 figs. (1957) + Price: $7.00 


ALSO NEW AND OF INTEREST: 
Glaister: MEDICAL JURISPRUDENCE — TOXICOLOGY, 10th ed. 732 pp., 
287 figs. (1957) Price: $10.00 
Morris: USES OF EPIDEMIOLOGY 
143 pp., 28 figs. (1957) . Price: $4.00 
Plan to attend World Congress of Gastroenterology, 
Sheraton Park Hotel, eae D.C., May 25 to 31. 


‘Publishers of Medical and Scientific Books and Periodicals SHOP BY MAIL 


THE WILLIAMS AND WILKINS COMPANY 
Mount Royal & Guilford Aves., Baltimore 2, Md. 
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COMPANY. 


Please print 


( Payment enclosed. C) Bill me. 
Shopping by mail is an easy, time-saving way to 
select books for your personal library. JAMA—2-15-58 
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brightens 
renews vigor — with little or no 


amphetami 
renews vigor — with little or no 7 
effect on d pressure. 


C ssummit 


the 


amphetamine, 


brighten the day | 
Ritalin “for the convalescent | tient. 
Ritalin ...... Ritalin 
itd antidepressant, unrelated to ... mild antidepressant, unrelated to 
xo 
brighten the day brighten the day , 
for the moody patient... JM for the chronically fatigued. . 
(methy!-phenidylacetate hydrochloride C!BA) (methyl-phenidylacetate hydrochloride CIBA) 
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CARDIOVASCULAR COLLAPSE IN THE OPERATING ROOM 
By Herbert E. Natof, M.D., and Max S. Sadove, M.D. 


A new and unique book of inestimable value to every member 
of the operating team. Covers all phases of cardiovascular 
collapse or cardiac arrest in the operating room. Reviews 
predisposing and precipitating factors, pathophysiologic 
mechanisms, preventative measures, diagnosis and treatment, 
as well as multiple factors such as hypoxia, hypercapnia, pos- 
sible reflex mechanisms and toxic effects of anesthetic agents. 


197 Pages 15 Illustrations, 13 with Color 1958 $6.00 


ABDOMINAL OPERATIONS BY THE VAGINAL ROUTE 


By Professor Dr. Paul Werner and Dr. Julius Sederl; 
Translated by L. M. Sszamek, M.D. 


First text in world literature to present with completeness, 
precision and clarity all abdominal operations currently 
performed by the vaginal route. Precisely the kind of book 
you need to evaluate these technics for yourself. Discusses 
advantages, outlines cases in which the vaginal approach is 
appropriate, those in which it is not. This book provides the 
clear descriptions of the operations, the lack of which has 
been the major deterrent to a larger practice of these technics. 
165 Pages 120 Itustrations 1958 $9.00 


ULCERATIVE COLITIS 


By Harry E. Bacon, M.D., Sc.D., LL.D., F.A.C.S., F.A.P.S. 


Considers the controversial subject of chronic ulcerative 
colitis from every possible angle with extensive evaluation of 
various theories concerning etiology and a detailed descrip- 
tion of the lesions involved. Covers clinical picture, differen- 
tial diagnosis, complications, prevention and correction. 
Surgical and nonsurgical methods evaluated, indications and 
contraindictions analysed thoroughly. 


395 Pages 184 Illustrations (1 Color Plate) 1958 $15.00 


UNDERSTANDING YOUR PATIENT 


Edited by Samuel Liebman, M.D. With 10 Contributors 


Third in a widely endorsed series based on the famed North 
Shore Hospital lecture programs, this book tells how to deal 
with emotional problems, will serve you materially in extend- 
ing your services to a great number of maladjusted but not 
severely disturbed patients. Describes how the anxious patient 
can be reconciled to medical or surgical care, the approaches 
most useful in getting information, how emotional problems 
can be diagnosed in a positive way. 

170 Pages 2 Illustrations 1957 $5.00 


AMERICAN DRUG INDEX, 1958 
By Charles O. Wilson, Ph.D., and Tony Everett Jones, Ph.D. 


Includes the huge variety of new drugs and drug products. 
15,000 arranged alphabetically by generic name, trade name 
and pharmacologic group. Thoroughly indexed and cross- 
indexed. Need only know major ingredient to find and identify 
drug product. Supplies generic and trade names, manu- 
facturer, composition, synonyms, how supplied, dosage forms, 
usual dosage, indications. Official recognitions listed. 


716 Pages 2000 Changes 1958 $5.00 


CLINICAL ORTHOPAEDICS SERIES 


Biannual volumes in symposium form produced under the 
guidance of the Association of Bone and Joint Surgeons 


No. 10—Affections of Growth Centers (Epiphyses and 
Apophyses) Just Published. Also available: No. 6—Present- 
Day Status of Endoprothesis; No. 7—Tumors of Bone: No. 8 
—Chronic Hereditary Diseases and Developmental Anoma- 
lies; No. 9—The Pathologic Physiology of Metabolic Bone 
Disorders. Forthcoming: No. 11—Orthopaedic Surgery in the 
Geriatric Patient (Spring, 1958); No. 12—Rehabilitation 
(Fall, 1958). 

275-350 Pages in Each Issue Illustrated Single Copies $7.50 

By Subscription $12.00 per year 


NEW AND NONOFFICIAL DRUGS, 1958 
(Formerly ‘‘New and Nonofficial Remedies”’) 


Published annually under the direction of the Council on 
Drugs of the A.M.A. 


Describes drugs evaluated by the Council. Covers all essential 
information on new drugs—official and nonofficial. A recog- 
nized standard authority providing quick reference to 
composition, indication and contraindications. Describes 
composition, including chemical formula, actions, uses, dos- 
age, available preparations. Fully cross-indexed. 


57 New Monographs $3.35 


PARENT-CHILD TENSIONS 


By Berthold Eric Schwarz, M.D. and Bartholomew A. 
Ruggieri, M.D. 


A psychiatrist-pediatrician team considers, in a nontechnical, 
highly readable style, the wide range of problems presented 
by injudicious relationships between parent and child. Covers, 
among other subjects, ramifications of adoption, death of a 
parent, feeble-mindedness, handicaps, the child’s reactions to 
hospitalization and surgery, sexual problems, delinquency, 
asthma, fear of school, bed wetting, sleep walking, temper 
tantrums, stuttering, emotional adjustments in the various 
stages of maturation. 

238 Pages 15 IMustrations 1958 $4.95 


4. B. LIPPINCOTT COMPANY 

East Washington Square, Philadelphia 5, Pa. 

In Canada: 4865 Western Avenue, Montreal 6, P.Q. 
Please enter my order and send me: 


CARDIOVASCULAR COLLAPSE IN THE OPERATING ROOM........ 

ULCERATIVE COLITIS . 

AMERICAN DRUG INDEX, 1958.................. 

NEW AND NONOFFICIAL DRUGS, 1958 

(Formerly “New and Nonofficial Remedies’’).. 

ABDOMINAL OPERATIONS BY THE VAGINAL ROUTE. 

UNDERSTANDING YOUR PATIENT 

CLINICAL ORTHOPAEDICS SERIES: [_| Single Copy (Give Number)... _$ 7.50 
By per year $12.00 
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PARENT-CHILD TENSIONS 


NAME 


ADDRESS Payment Enclosed 


cITY STATE. C) Convenient Monthly Payments 


JAMA-2-15-58 
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Designed to avoid Mental CRoudiness 


in hypertension therapy 


Rautensin (the alseroxylon fraction of 
Rauwolfia) offers simple, well tolerated, 
effective and easy-to-manage therapy for the 
complex problem of hypertension. Rautensin 
produces a gradual and sustained drop in 
blood pressure...calms and soothes the 
anxious patient, usually without loss of 
alertness...slows accelerated pulse. Patients 
on this regimen show marked reduction of 
anxiety with a resulting increase in intellectual 
and psychomotor efficiency.! 


With the use of the alseroxylon fraction of 
Rauwolfia, it is usually true that side actions 
“*...are either completely absent or so mild 
as to be inconsequential”’ and there is “*...no 
danger of sudden rebound of the blood 
pressure.”’? Furthermore, alseroxylon is not 
likely to cause mental depression,’ and does 
not usually cause drowsiness. Rautensin is 
purified and therefore free of inert dross 
present in the whole root 


1. Wright, W. T. Jr.; Pokorny, C., and Foster, T. L.: J. Kansas M. Soc. 
57-410, 1956 

2. Terman, L. A.: Illinois 3:67, 1957. 

3. Moyer, J. H.; Dennis, E.. and Ford, R.: Arch. Int. Med. 96°530, 1955. 


Rautensin’ 


A purified alkaloid complex of Rauwolfia with total therapeutic activity—minimal side effects. 


Each tablet contains 2 mg. purified Rauwolfia serpentina alkaloids (alseroxylon fraction) 


SMITH-DORSEY « Lincoln, Nebraska « A Division of The Wander Company 
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Placi macs 


(ETHCHLORVYNOL, ABBOTT) 


---THE PALMS--- 


Competent Ethical Services For 


EXPECTANT MOTHERS 
OBSTETRICIAN ON DUTY 


Correspondence Confidentia 
Rates Re asonable 
me Work 
Adovtions) Te an Juvenile Court 
RITE OR PHONE 
6900 Van eave Bivd., Ste 2. Van Nuys, Calif. 
STATE 0-0266 


Official A.M. A. Auto 
INSIGNIA 


Distinetively the sign of a 
licensed practitioner of medi 
cine. Embodies the Aescula 
pian staff, the green cross 
the initials ““M.D."" in du- 
rable hard-fired vitreous en- 
amels and gildine metal. Copy- 
righted, numbered, registered 
Attaches to edge of license 
plate with clamp bracket. Sold 
to A.M.A. members only. Price 
$3.50. ( Complete.) 

Medical Association, 535 N. Dearborn St., Chicago 19 


PROFESSIONAL STATIONERY 
AND RECORD SUPPLIES 


LETTERHEADS 
ENVELOPES 
BILLHEADS 
STATEMENTS 
APPOINTMENT and 
*Used more than any other prepared cotton swab. PROFESSIONAL CARDS 
* Accurate, clean-cut letterpress 

Samples mailed on request. Q-Tips, Inc., work on highest quality materials. 

Long Island City 1, N. Y. Q-Tips® Satisfaction guaranteed. 
COLWELL PUBLISHING CoO. 
236 UNIVERSITY AVE., CHAMPAIGN, ILLINOIS 
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brand of prednisolone 

ARTHRITIC patients on STeraNE can achieve a manual 
dexterity, dramatic in degree — frequently after salicylates 
and/or previous corticoids have proved unsatisfactory 
—with minimal incidence of electrolyte imbalance. 


White, scored 5 mg. tablets (bottles of 20 and 100); 
pink, scored 1 mg, tablets (bottles of 100). 


Pfizer PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N.Y. 
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THE AMERICAN PLATINUM WORKS 
NEWARK, NEW JERSEY 


HANOVIA CHEMICAL & MANUFACTURING CO. 
NEWARK, NEW JERSEY 

AMERSIL CO., INC. 
HILLSIDE, NEW JERSEY 


IRVINGTON SMELTING & REFINING WORKS 
IRVINGTON, NEW JERSEY 

BAKER & CO., INC. 
NEWARK, NEW JERSEY 


D. E. MAKEPEACE COMPANY 
ATTLEBORO, MASSACHUSETTS 


EAST NEWARK INDUSTRIAL CENTER, INC. 
EAST NEWARK, NEW JERSEY 


NATIONAL ELECTRIC INSTRUMENT CO. 
ELMHURST, NEW YORK 


THE H. A. WILSON COMPANY 
UNION, NEW JERSEY 


ENGELHARD INDUSTRIES ANNOUNCE 
THE CONSOLIDATION OF THE DOMESTIC AFFILIATED 
COMPANIES LISTED ABOVE UNDER A 
UNIFIED CORPORATE MANAGEMENT. THEY WILL 
HENCEFORTH BE DESIGNATED AS DIVISIONS OF 


ENGELHARD INDUSTRIES, INC. 
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ENGELHARD INOUSTRIES OF CANADA, LTO., TORONTO « ENGELHARD INDUSTRIES OF QUEBEC, LTD., 
MONTREAL . ENGELHARD INDUSTRIES, LTD., LONDON @ ENGELHARD INDUSTRIEN A.G., ZURICH . GLOVER & GOODE PTY., LTD., MELBOURNE « GLOVER 
& GOODE BASE METALS PTY., LTD., MELBOURNE @ SOCIEDAD SURAMERICANA DE METALES PRECIOSOS S5.A., 
ROME . THE DEVELOPMENT AND INVESTMENT COMPANY OF SOUTH AFRICA, LTD., JOHANNESBURG - 
CHARLES ENGELHARD. !NC. « NUCLEAR CORPORATION OF AMERICA, 


BOGOTA «+ INDUSTRIE ENGELHARD 
AZOPLATE CORPORATION 


INC. . SOUTH AFRICAN FOREST INVESTMENTS. LTD. « ACME TIMBER INDUSTRIES, LTD. 
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“This substance [Vitamin K,] 
a has added greatly to the 
safety of anticoagulant therapy””’ 


reverse anticoagulant-induced hypoprothrombinemia 


VITAMIN 


the only available preparation chemically identical with naturally-occurring vitamin K,.. . 
“has a more prompt, more potent and more prolonged effect than the vitamin K analogues’” 


= 
Dosage: Orally, to modify anticoagulant effects: 5 to 10 mg. initially; 15 to 25 
.amg. for more vigorous action. Intravenously, for antigoagulant-induced bleeding 
" emergencies, 10 to 50 mg.; may be repeated as indieated by prothrombin time 
response. (Some clinicians advise their patients to keep a supply of tablets on 
hand at all times; if gross bleeding oceurs, the patients are instructed to take 
10 mg. and phone the doctor.!) 


Supplied: Tablets, 5 mg., bottles of 100. Emulsion, each 1-cc. ampul con- 
tains 50 mg., boxes of 6 ampuls. 


Other indications: To normalize prothrombin time—before surgery, in 
obstructive jaundice, hepatic disease, it.upaired gastrointestinal absorption, 
deficiency of vitamin K in the newborn, and following the administration 
of antibiotics, sulfonamides, and salicylates. ‘Mephyton’ is a valuable 
addition to the physician’s bag for emergency use. 


Merck sHaRP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
Mephyton is a trade-mark of MERCK & CO., Inc. 


1. Wright, I. S.: Early use of anticoagulants in treatment of myocardial infarction, J.A.M.A. 163: 918-921, March 16, 1957. 
2. Council on Pharmacy and Chemistry: New and Nonofficial Remedies, Philadelphia, J. B. Lippincott Co., 1956, p. 505. 
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LUXOR ALPINE QUARTZ 
LAMP. Delivers complete 
ultraviolet spectrum, 
Provides intense radia- 
tion of wide, even dis- 
tribution. 


Newly designed profes- 
sional model. HANOVIA 
ALPINE ULTRAVIOLET 
QUARTZ LAMP. Precision 
built. Exceptionally mo- 
bile. Moderately priced. 


SUPER ALPINE QUARTZ 
LAMP, powerful, high in- 
tensity quartz mercury 
arc emits all effective in- 
tense bands of therapeu- 
tic ultraviolet. 


AERO-KROMAYER QUARTZ 
AMP. Intense, concen- 
trated source of ultra- 
violet for local and ori- 
ficial application. Air 
cooled! 


Hanovia Ultraviolet Therapy 


proving of high clinical value in treatment 
of all these diseases and conditions 


Psoriasis: Goeckerman technique, crude 


tar and ultraviolet radiation, very helpful 
in numerous cases. Ultraviolet produces def- 
inite chemical change in tar, a combination 
both reliable and effective. 


Physical Rehabilitation: Ultraviolet is 
particularly effective. Authorities state: 

“Ultraviolet exerts a glycogen storing cffect 
preventing the lowering of respiratory 
quotients after muscular exercise.” Exposure 
to Hanovia ultraviolet improves absorption 


and utilization of calcium, and phosphorus. 


Tuberculosis: Irradiation 1s of distinct 
value for patients suffering from tubercu- 
losis of the bones, articulations, peritoneum, 
intestine, larynx, and lymph nodes, or from 
tuberculosis sinuses. 


Care of Infants and Children: The 


prophylactic and curative effects of ultravio In addition to your office use of ultraviolet 
let radiation on rickets, infantile tetany or tn 
spasmophilhia, and osteomalacia are well 

known. 

Other Application 
of numerous skin dis« 
radiation acting specit 
garis, and providing a 
such conditions as acm 
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eczema. Also exposure « 
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“DEPROL” specifically combats 
depression without masking 
it with euphoria. 

Disturbed sleep, a frequent 
manifestation of depression, 
is readily relieved without 


depressive aftereffects. 


“DEPROL” has proved so 
effective in cases of severe 
depression that patients 
could often be spared 
electroshock therapy.* 


s Relieves depression without 
euphoria—not a stimulant 

= Restores natural sleep 
without depressive 
aftereffects—not a hypnotic | 


« Rapid onset of action 
a Side effects are minimal *Alexander, L.: Chemotherapy of depression= 


. The use of meprobamate combined with 
and easily controlled 2-diethylaminoethyl benzilate hydrochloride 


Composition: Each tablet (benactyzine). J.A.M.A. In press, 1958. 


contains 400 mg. meprobamate ; 
i2-methyl-2-m-propy!-1,3-propanedio! dicarbamate) Literature and samples on request 


and 1 mg. benactyzine HCl 


{2-diethylaminoethy! benzilate hydrochloride} 


Average Adult Dose: 1 tablet q.i.d. ff) WALLACE LABORATORIES, New Brunswick, N. J. 
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facts behind the 
unsurpassed record 


more than 

molecular 
manipulation 

and different dosage heed 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 
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3-year world-wide 


every 
corticosteroid 
indication 
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world-wide record 


steroids 


total patients treated ---- 4,200,000 


total clinical studies --- over 5,000 


total papers published--over 1,800 


Supplied —1, 2.5 and 5 mg. tablets. 


SCHERING CORPORATION «© BLOOMFIELD, NEW JERSEY 
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the NEW 


different dosage form 


Softab 


for 


of pregnancy : 


SOFTAB FORM 


pleasant-tasting 4 
Softab’ melts quickly 
in the mouth— 
no water needed 


attacks basic causes centrally 
and peripherally 

contains both antiemetic 

and antispasmodic 

long acting—low in cost 


Each Softab contains : 


Buclizine Hydrochloride. . 50 mg. 
Vitamin B, 


Atropine Sulfate ....... 0.05 mg. 
Hyoscyamine Sulfate .. .0.05 mg. 


Write for samples and literature 


THE STUART COMPANY 
PASADENA, CALIFORNIA 


“rm /PAT. PEND. 


4 
; 
? | 
= 
| 
| 
Scopolamine (Hyoscine) 
Bucladin | 
— 


“care of 
the man 
rather than 
merely his 
stomach”® 
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two-level control of gastrointestinal dysfunction 


at the central level 
The tranquilizer Miltown® reduces anxiety and tension,}:*-®* 


Unlike the barbiturates, it does not impair mental or 
physical efficiency.*:# 


at the peripheral level 
The anticholinergic tridihexethyl iodide reduces 
hypermotility and hypersecretion. 


Unlike the belladonna alkaloids, it rarely produces 
dry mouth or blurred vision.?+ 


indications: peptic ulcer, spastic and irritable colon, esophageal 


spasm, G. I. symptoms of anxiety states. 


each Milpath tablet contains: 
Miltown® (meprobamate WALLACE) ...... 400 mg. 


(2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 
Tridihe xethyl iodide 25 mg. 
(3-diethylamino-1-cyclohexyl-1-phenyl-1- propanol- ethiodide) 


dosage: 1 tablet t.i.d. at mealtime and 2 tablets at bedtime. 
available: bottles of 50 scored tablets. 


references: 


1. Altschul, A. and Billow, B.: The clinical use of mepro' bamate (Miltown®). 

New York J. Med. 2361, July 15, 1957. 2. Atwater, J. S.: The use of anticholinergic 
agents in peptic therapy. J. reorgia 45 so 21, Oct. 1956. 3. Borrus, 

Study of effect of M tow! -met -2-n-propyl-l, opane diol dicarbamate) on 
psychiatric states. J. A. M 1506, April 30, 4. Cayer, D.: Prolonged 
anticholinergic therapy of « ‘ ‘ Am. J. Digest. Dis. 1:301, July 1956. 

5. Marquis, D. G., Kelly, E. L., Miller. J. G., Gerard, R. W. and Rapoport, A,: 
Experimental studies of behavioral eects of meprobamate on normal subjects. Ann. 
New York Acad. Sc. 67:701, May 9, 1957. 6. Phillips, R. E.: Use of meprobamate 
(Miltown®) for the treatment of emotional disor Am. Pract. & Digest Treat. 
7:1573, Oct. 1956. 7. Selling, L. S.: A clinical otede of Miltown®, a new tranquilizing 
agent. ‘J. Clin. & Exper. Psychopath. 17:7, March 1956. 8. Wolf, S. and Wolff, H. G.: 
Human Gastric Function, Oxford University Press, New York, 1947. 


WALLACE LABORATORIES 
New Brunswick, N. J. 
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TASTY, 

FAST-ACTING 

ORAL FORM 

OF CITRATE-BUFFERED 
ACHROMYCIN V 


4 


TETRACYCLINE BUFFERED WITH SODIUM CITRATE 


accelerated absorption in the gastro- 
intestinal tract 
¢ early, high peaks of concentration in body 
aqueous tissue and fluid 
© quick control of a wide variety of infections 
ready-to-use © unsurpassed, true broad-spectrum action 
minimal side effects 
freely miscible © well-tolerated by patients of ali ages 
ACHROMYCIN V SYRUP: 
Orange Flavor. Each teaspoonful (5 cc.) 
contains 125 mg. of tetracycline, HC! equivalent, 
citrate-buffered. Bottles of 2 and 16 fi. oz. 
DOSAGE: 
6-7 mg. per Ib. of body weight per day. 
*Reg. U.S. Pat. Off. 
LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY 
PEARL RIVER. NEW YORK 
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Lederle announces a major drug with great new promise 


a new corticosteroid created to minimize 


major deterrents to all previous steroid therapy 
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Triamcinolone LEDERLE 
9 alpha-fluoro-16 alpha-hydroxyprednisolone 


) a new high in anti-inflammatory effects with lower dosage 


(averages 1/, less than prednisone) 


a new low in the collateral hormonal effects associated 


with all previous corticosteroids 


@ No sodium or water retention 
@ No potassium loss 
Q No interference with psychic equilibrium 


@ Low incidence of peptic ulcer and osteoporosis 
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on: 


Kidney function 


Sodium and water 


Biological Effects of A\ristocort 


with 


particular emphasis 


Animal studies on artstocort! have not dem- 
onstrated any interference with creatinine or 
urea clearance. Autopsy surveys of organs of 
animals on prolonged study of this medication 
have shown no renal damage. 


ARISTOCORT produced an increase of 230 per 
cent of water diuresis and 145 per cent sodium 
excretion when compared to control animals.’ 
Metabolic balance studies in man revealed 
an average negative sodium balance of 0.8 
Gm. per day throughout a 12-day period on a 
dosage of 30 mg. per day.” Additional balance 
studies showed actual sodium loss when 
ARISTOCORT was given in doses of 12 mg. 
daily.* Other investigators observed significant 
losses of sodium and water during balance 
studies and that those patients with edema 
from some older corticosteroids lost it when 
transferred to aR1stocort.!” In two studies of 
various rheumatic disorders (194 cases) on 
prolonged treatment, sodium and water reten- 
tion was not observed in a single case.*+ 


Potassium and chlorides 


There was no active excretion of potassium 
or chloride ions in animals given mainte- 
nance doses of aristocort 25 times that 
found to be clinically effective.' Potassium 
balance studies in humans** revealed that 
negative balance did not occur even with 
doses somewhat higher than those employed 
for prolonged therapy in rheumatoid arthri- 
tis. Hypokalemia, hyperkalemia or hypochlo- 
remia did not occur, when tested, in 194 
patients with rheumatoid arthritis treated for 
up to ten and one-half months.*:* 


Calcium and phosphorus 


Phosphate excretion in animals’ was not 
changed from normal even with amounts 25 
times greater (by body weight) than those 
known to be clinically effective. Human met 
abolic balance studies* demonstrated that no 
change in calcium excretion occurred on dos 
ages usually employed clinically when the 
compound is administered for its anti-inflam 
matory effect. Even at a dosage level twice 
this, slight negative balance appeared only 
during a short period. 


Protein and nitrogen balance 


Positive nitrogen balance was maintained dur- 
ing a human metabolic study on mainte- 
nance dosage of 12 mg. per day.* At dosages 
two to three times normal levels, positive bal- 
ance was maintained except for occasional 
short periods in metabolic studies of several 
weeks’ duration.?* 

There was always a tendency for normali- 
zation of the A/G ratio and elevation of blood 
albumin when aristocort was used in treat- 
ing the nephrotic syndrome.* 
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Liver glycogen deposition and 
inflammatory processes 
An intimate correlation exists between the 
ability of a corticosteroid to cause deposition 
‘ of glycogen in the liver and its capacity to 
ameliorate inflammatory processes. 
In animal liver glycogen studies, relative 
4 ‘ potencies of ARISTOCORT over cortisone of up 


to 40 to 1 have been observed. Compared to 
ARISTOCORT, five to 12 times the amount of 


prednisone is required to produce varying but 


equal amounts of glycogen deposition in the 
liver.! 

Most patients show normal fasting blood 
sugars ON ARISTOCORT. Diabetic patients on 


ARISTOCORT may require increased insulin 
dosage, and occasional latent diabetics may 
develop the overt disease. 


Gastric acidity and pepsin 


Central nervous system 


Anti inflammatory potency of ARISTOCORT 
was determined by both the asbestos pellet’ 
and cottonball® tests. It was found to be nine 
to 10 times more effective than hydrocortisone 
in this respect. 


The precise mode of ulcerogenesis during 
treatment with corticosteroids is not known. 
here is much experimental evidence for be- 
lieving this may be related to the tendency of 
these agents to increase gastric pepsin and 
acidity—and this cannot be abolished by vagot- 
omy, anticholinergic drugs or gastric antral 
resection.'® Clinical studies" of patients on 
ARISTOCORT revealed that uropepsin excretion 
is not elevated. Further, their basal acidity 
and gastric response to histamine stimulation 
were within normal limits. 


The tendency of corticosteroids to produce 
euphoria, nervousness, mental instability, oc 
casional convulsions and psychosis is well 
known.'* The mechanism underlying these 
disturbances is not well understood. 

ARISTOCORT, on the contrary, does not pro 
duce a false sense of well being, insomnia or 
tension except in rare instances. In the treat 
ment of 824 patients, for up to one year, not 
a single case of psychosis has been produced. 
In general, it appears to maintain psychic 
equilibrium without producing cerebral stim- 
ulation or depression. 


Bibliography 
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The Promise of A\ristOCort 


in Reduction of Side Effects 


O It is axiomatic to affirm that the undesirable 


collateral hormone effects of corticosteroids 
increase in frequency and severity the higher 
the dosage and the longer used. 

It has also become well recognized that the 
most serious of the major side effects from 
long-term corticosteroid treatment are peptic 
ulcers, osteoporosis with fracture, drug psy- 
chosis and euphoria, and sodium and water 
retention leading often to general tissue 
edema and hypertension. 

It is significant that of the close to 400 pa- 
tients on the lower dosage schedules found 
effective in bronchial asthma and dermato- 
logic conditions, only 1 case of peptic ulcera- 
tion has developed. No other of the above 
side effects have been observed even though 
ARISTOCORT was administered continuously 
to them for periods as long as one year. 

The treatment of rheumatoid arthritis with 
steroids appears to result in the highest inci- 
dence of side effects. For this reason, the side 
effects associated with aristocort therapy in 
292 patients with rheumatoid arthritis are 


reported below. 


Peptic Ulcer 


The occurrence of peptic ulcer in 292 pa- 
tients with rheumatoid arthritis treated con- 
tinuously for up to one year with aRIsTOCORT 
is approximately | per cent (2 of the 3 
occurred in patients transferred from predni- 
sone). In the remaining 532 cases recently 
analyzed, only one ulcer has been discovered 
in a patient who apparently had no ulcer 
when he was changed from another steroid. 


Osteoporosis and 
Compression Fractures 


The occurrence of osteoporosis with com 
pression fracture in 292 patients with rheu 
matoid arthritis treated continuously for up to 
one year with aristocort is 0.33 per cent 
Cl case’). Although these results are encour 
aging, determination of the true incidence 
of osteoporosis will have to await the passage 
of more time. 


Euphoria and Psychosis 


The euphoria so commonly produced by all 
previous corticosteroids has seemed a most 
desirable attribute to patients. In penalty, 
however, they have often later to pay for this 
by mental disturbances, varying from mild 
and transitory to severe depression and psy- 
chosis,? and toxic syndromes producing even 
convulsions and death.* 

Since the onset of these complications is not 
directly related to duration of steroid admin- 
istration,* the fact that not one case of psy- 
chosis occurred in 824 patients treated with 
ARISTOCORT, is most encouraging. 
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Sodium Retention—Hypertension- 
Potassium Depletion 


When 17 patients were changed from predni 
sone to ARIsTocoRT, |] rapidly lost weight al 
though only one had had visible edema.® 
Sodium and water retention, hypokalemia 
or hyperkalemia and steroid hypertension did 
not appear in 194 rheumatoid arthritis pa 
tients treated with aristTocort.!:® 

The interrelation between blood and body 
sodium, and steroid hypertension has long 
been generally appreciated.*;** Except in 
rare instances, or when unusually high doses 
are used (e.g., leukemia), the problem of 
edema and hypertension caused by sodium 
and water retention, has been eliminated 
with ARISTOCORT. 


Minor Side Effects 


Collateral hormonal effects of less serious con 
sequence occurred with approximately the 
same frequency as with the older corticoster 


' These include erythema, easy bruising, 


oids. 
acne, hypertrichosis, hot flashes and vertigo. 
Several investigators have reported symptoms 
not previously described as occurring with 
corticosteroid therapy, e.g., headaches, light 
headedness, tiredness, sleepiness and occa 
sional weakness. 

Moon facies and buffalo humping have 
been seen in some patients on ARISTOCORT. 
However, aristocort therapy, in many in 
stances, resulted in diminution of “Cushin 
goid” signs induced by prior therapy. Where 
this occurs, it may be related to reduced 
dosage on which patients can be maintained. 


In a double-blind study of comparative dos 
age in patients with rheumatoid arthritis,® 
70 per cent of the cases were as well controlled 
on a dose of aristocorT one-half that of pred 
nisone. A general recommendation can be 
made that aristocort be used in doses two 
thirds that of prednisone or prednisolone in 
the treatment of rheumatoid arthritis. There 
are individual variations, however, and each 
patient should be carefully titrated to produce 
the desired amount of disease suppression. 
Comparative studies, of patients changed 
from prednisone, indicate reduced dosage of 
Aristocort in bronchial asthma and allergic 
rhinitis (33 per cent),°® and in inflammatory 


and allergic skin diseases (33-50 per cent).?°" 


Administration of aristocort has resulted 
in lower incidence of major serious side 
effects, and in fewer of the troublesome minor 
side effects known to occur with all previously 
available corticosteroids. However, since it is 


a highly potent glucocorticoid, with profound 


metabolic effects, all traditional contraindica 
tions to corticosteroid therapy should be ob- 
served. 

No precautions are necessary in regard to 
dietary restriction of sodium or supplementa 
tion with potassium. 

Since arisTocort has less of the traditional 
side effects, the appearance of sodium and 
water retention, potassium depletion, or 
steroid hypertension cannot be used as signs 
of overdosage. \s a rule patients will lose 
some weight during the first few days of 
treatment as a result of urinary output, but 
then the weight levels off. 

Patients do not develop the abnormally 
voracious appetite common to previous corti 
costeroid administration. In fact, some patients 
experienced anorexia, and it is advisable to 
inform patients of this and to recommend 
they maintain a normal intake of food, with 
emphasis on liberal protein intake. 

While precipitation of diabetes, peptic 
ulcer, osteoporosis, and psychosis can be ex 
pected to appear rarely from ARIsTOcORT, 
they must be searched for periodically in 
patients on long-term steroid therapy. 

[raditional precautions should be observed 
in gradually discontinuing therapy, in meet 
ing the increased stress of operation, injury 
and shock, and in the development of inter 
current infection. 

There is one overriding principle to be ob 
served in the treatment of any disease with 
anIstocorT. The amount of the drug used 
should be carefully titrated to find the smallest 
possible dose which will suppress symptoms. 
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Promise of /\PiStOCOrt 


Aristocort therapy has been intensely and 
extensively studied for periods up to one year 
on 292 patients with rheumatoid arthritis. 

Significant is the fact that most patients were 
severe arthritics, transferred to ARISTOCORT 
from other corticosteroids because satisfactory 
remission had not been attained, or because 
the seriousness of collateral hormonal effects 
had made discontinuance desirable. 


Results of treatment 


Freyberg and associates’ treated 89 patients 
with rheumatoid arthritis (A. R. A. Class II 
or III and Stage II or II]). Of these, 51 were 
on Aristocort therapy from three to over 10 
months. In all but a few patients, satisfactory 
suppression of rheumatoid activity was ob- 
tained with 10 mg. per day. Thirteen were 
controlled on 6 mg. or less a day, and for 
periods to 180 days. The investigators reported 
therapeutic effect in most cases to be A. R. A. 
Grade II (impressive) and that marked re 
duction in sedimentation rates occurred. 

Another interesting observation in this 
study: Of the 89 patients treated, 12 had ac- 
tive ulcers, developed from prior steroid ther- 
apy. In six patients, the ulcers healed while 
on doses of ARIstoCORT sufficient to control 
arthritic symptoms. 

Hartung* treated 67 cases of rheumatoid 
arthritis for up to 10 months. He found the 
optimum maintenance dose to be 11 mg. per 
day. Nineteen of these patients were treated 
for six to 10 months with an “excellent” thera- 
peutic response. 


Dosage and course of therapy 


The initial dosage range recommended is 14 
to 20 mg. per day—depending on the severity 
and acuteness of signs and symptoms. Dosage 
is divided into four parts and given with 
meals and at bedtime. Anti-rheumatic effect 
may be evident as early as eight hours, and 
full response often obtained within 24 hours. 
This dosage schedule should be continued 
for two or three days, or until all acute mani 
festations of the disease have subsided, 
whichever is later. 

The maintenance level is arrived at by re- 
duction of the total daily dosage in decre 
ments of 2 mg. every three days. The range 
of maintenance therapy has been found to 
be from 2 mg. to 15 mg. per day—with only 
a very occasional patient requiring as much 
as 20 mg. per day. Patients requiring more 
than this should not be long continued on 
steroid therapy. 

The aim of corticosteroid therapy in rheu- 
matoid arthritis is to suppress the disease only 
to the stage which will enable the patient to 
carry out the required activities of normal 
living or to obtain reasonable comfort. The 
maintenance dose of aristocort to achieve 
this end is arrived at while making full use of 
all other established methods of controlling 
the disease. 

ARISTOCORT is available in 2 mg. scored tablets 
(pink); 4 mg. scored tablets (white). Bottles 


of 30. 
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About 200 patients with respiratory allergies 
have been treated with arnistocort for con 


tinuous periods up to eight months. 


Results of treatment 


Sherwood and Cooke':? gave arisTocorT to 
42 patients with bronchial asthma and allergic 
rhinitis. Average dose needed to control the 
asthmatic group was approximately 6 mg. per 
day (range, 2 to 14 mg. ). Results, which were 
called “good to excellent” in all but four, were 
achieved on one-third less than similarly ef 
fective doses of prednisone or prednisolone. 

The investigators noted other major im 
provements in ARISTOCORT therapy over the 
older steroids. There was no increase in blow id 
pressure in any patient: on the contrary, in 
12 patients, there was reduction of pressure 
when they were transferred to ARISTOCORT. 
One patient had required auxiliary antihyper 
tensive drug therapy; over a nine-week period 
on Aristocort, the pressure gradually fell 
from 206/100 to 136/79. In another case, the 
pressure slowly dropped from 205/105 to 
154/86. 

The number of cases in which these inves 
tigators tried arisrocorr in allergic rhinitis 
was not large enough to provide significant 
averages. However, the range of effective ther 
apy was from 2 to 6 mg. per day. These strik 
ingly low daily doses resulted in control of all 
signs and symptoms. 

Schwartz* treated 30 patients with chronic, 
intractable bronchial asthma. At an average 
daily dose of 7 mg., he reported “good to ex- 
cellent” results in all but one. Spies,* Barach® 
and Segal,® reported similar results at aver- 
age daily maintenance doses of 4 to 10 mg. 
of ARISTOCORT. 


Dosage and course of therapy 


The initial dosage range recommended is 8 to 
14 mg. of antstocort daily. Although a rare, 
very severe Case may require more than this on 
the first day of therapy, these dosages will 
usually result in prompt alleviation of dyspnea, 
wheezing and cyanosis. Patients are soon able 
to carry out a normal span of daily activity. 

The maintenance level is arrived at by re 
duction of the total daily dose every three 
days in decrements of 2 mg.; in the over-all 
series, the average daily dose for bronchial 
asthma is approximately 8 to 10 mg. and for 
allergic rhinitis, 2 to 6 mg. per day. All total 
daily doses should be divided into four parts 
and given with meals and at bedtime. As in 
every condition where corticosteroids are em 
ploved, each patient's treatment should be 
individualized and the maintenance arrived 
at by careful titration against signs and sy mp 
toms of disease. 

Patients with chronic bronchial asthma may 
require steroid therapy for several months. 
And since asthma may be associated with 
cardiac disease, especially in the older age 
groups, ARISTOCORT is particularly useful be- 
cause of its ability to cause excretion of 
sodium and water. 

ARISTOCORT is available in 2 mg. scored tab 
lets (pink); 4 mg. scored tablets (white). 
Bottles of 30. 
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in Nephrotic Syndrome 


’) Fourteen patients with the nephrotic syn- 
~ drome have been treated with arnistocort for 
continuous periods of up to six weeks. 


Results of treatment 


Hellman and associates! noted that 
ARISTOCORT, because of its favorable electro 
lyte effects, may well be the most desirable 
steroid to date in treatment of the nephrotic 
syndrome. However, thus far its use has been 
reported in only 14 children, of whom 8 had 
a complete diuresis and disappearance of all 
abnormal chemical findings. Four of the pa- 
tients had diuresis, but continued to show 
some abnormal chemical findings, while two 
patients with signs of chronic renal disease 
failed to respond. 


Dosage and course of therapy 


In order to produce maximal response, 20 mg. 
should be given daily until diuresis occurs. 
The dose should then be decreased gradually 
and maintained around 10 mg. a day. After 
the patient has been in remission for some 
time, it may be advisable to diminish the dose 
gradually and discontinue ARIsTocoRT. 


LISCOCOLT 


ibrosis 


} Eleven patients with pulmonary emphysema 


and/or fibrosis were treated with anisTOCORT 


for continuous periods of over two months. 


Results of treatment 


Only small series of cases observed by Barach,* 
Segal,* and Cooke,® are available. Barach 
treated patients who were not adequately con 
trolled by prednisone, with the same dose of 
ARISTOCORT with significant improvement. 


Dosage and course of therapy 


The initial suppressive dose range recom 
mended is 10-14 mg. daily. Frequently, there 
is a prompt decrease in cyanosis and dyspnea, 
with increase in vital capacity. 

The average maintenance dose level was 
8 mg. a day. If it is desired to maintain a pa- 
tient on continuous therapy for some months, 
dosages as low as 2 mg. a day have been suc- 
cessful. All decreases in dosage should be 
gradual and at a rate of 2 mg. decrements in 
total daily amount, every two to four days. 
The daily dosage is divided into four parts and 
given with meals and at bedtime. 
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Forty-four children and adults have been 
given Aristocort for palliative treatment of 
acute leukemia, chronic lymphatic leukemia, 
lymphosarcoma, lympholeukosarcoma and 


Hodgkin Ss disease. 


Results of treatment 


Farber® has treated 22 children with acute 
leukemia for an average of three weeks. Ot 
the 17 observed long enough to judge the 
eflicacy of the medication, he rated five as 
excellent, three as good, two as fair and seven 
as pe Or responses. 

Hellman and associates’ gave ARISTOCORT 


to a group of patients with the various lym 


phomas in doses of 40 to 50 mg. a day—occa 


sionally up to 100 milligrams. Treatment was 
continued in some cases for 17 weeks. Re 
sponse was classified as good for the palliative 


purposes for which the drug was given. 


Dosage and course of therapy 


Massive initial suppressive doses of 40 to 50 
mg. per day in children (1 mg./kg./day) and 
up to 100 mg. a day in adults have been 


administered. 


Responses to any specific dosage in these 


conditions vary so widely that only a general 
dosage range can be indicated. Treatment 


must be individualized; rate of reduction in 
dosage and determination of maintenance 


levels cannot be categorized. 


Miscellaneous 


Patic nts VW ith Various othe r diseases have been 
treated by several clinical investigators. These 
include patients with osteoarthritis, acute bur 
sitis, rheumatic fever, spondylitis, other 
collage n-vascular” diseases de rmatomyositis, 
etc. ), thrombocytopenic purpura, chronic eosi 
nophilia, hemolytic anemia, diuretic-resistant 
congestive heart failures, and adrenogenital 
syndrome 

[here have not been sufficient patients in 
any of the above categories to permit defini 
tive treatment schedules to be finally estab 
lished for anistocort. Additional studies are 
now in progress and physicians desiring in 
formation on any of these diseases are re 
quested to write to Lederle | aboratories, Pearl 
River, New York for available data. 

ARISTOCORT is available in 2 mg. scored tab 
lets (pink); 4 mg. scored tablets (white 


Bottles of 30. 
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in Inflammatory and 
Allergic Skin Diseases 


) Over 200 patients with allergic and inflamma- 
tory skin diseases (including psoriasis, atopic 
dermatitis, exfoliative dermatitis, pemphigus, 
dermatitis herpetiformis, eczematoid derma- 
titis, contact dermatitis and angioneurotic 
edema) have been treated continuously with 
ARIsTOCORT for periods of up to eight months. 


Results of treatment 


Rein and associates! treated 26 patients with 
severe dermatitis. Twenty-four had been on 
prednisone when changed to aRisTocorT. 
While some had found satisfactory sympto- 
matic relief, others had also developed side 
effects—moon face, buffalo hump, increased 
appetite with excessive weight increases and 
gastro-intestinal disturbances. 

These investigators determined the equiva- 
lent dosage of ar1sTocorT to be approximately 
two-thirds that required to control symptoms 
on the previous corticosteroid. Thirteen of the 
26, who had developed moon face, noted 
either an actual decrease or no further in- 
crease when transferred to aRistocort. In 
addition: Voracious appetites disappeared, 
with loss of weight in 11 patients; there was 
no elevation in blood pressure, and no neces- 
sity to restrict sodium or administer supple- 
mental potassium. Sherwood and Cooke,” and 
Shelley and Pillsbury® obtained similar results 
in allied disorders. 

Hollander‘ first observed that 
appears to have striking affinity for the skin 
and great activity in controlling such diseases 
as psoriasis, for which other corticosteroids 
have been indifferently effective. Shelley and 
Pillsbury,® in 50 cases of acute extending 
psoriasis found that over 60 per cent were 


markedly improved. 


Dosage and course of therapy 


The recommended initial suppressive dose 
range is 14 to 20 mg. per day. In very severe 
cases, temporary dosages up to 32 mg. a day 


The Promise of Aristocort 


have been successfully employed. Once le- 
sions are suppressed, gradually reduce dose 
to the maintenance level—which may be as 
low as 2 mg. per day. 
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Forty patients with disseminated lupus ery- 
thematosus were treated with anistocort for 
continuous periods of up to nine months. 


Results of treatment 


Patients have responded very promisingly to 
therapy. Dubois’ has had the largest single 
experience (28 cases) with arisTocort in the 
treatment of this disease. He reported 25 of 
the 28 responded favorably. 

Freyberg,” Hartung,’ Hollander,‘ Spies,® 
and Segal, each in smaller series of cases, 
reported similarly good therapeutic responses. 


Dosage and course of therapy 


The initial suppressive dose recommended is 
20-30 mg. daily. Once the desired effect is 
achieved, the dose should be reduced gradu- 
ally to maintenance levels (3 to 18 mg. per 
day). 

In severely ill patients large doses may be 
required for several days in order to preserve 
life. Even on these large doses, edema and 
sodium retention have not occurred. 

ARISTOCORT is available in 2 mg. scored tab- 
lets (pink); 4 mg. scored tablets (white). 
Bottles of 30. 
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Some years ago there was a widely prevailing ot vii 
that bananas were indigestible. Today they are prescribed 
as one of the first solid foods fed to infants. 


For the past few years many patients have had the idea, 
equally erroneous, that bananas are “fattening.” The fact, 
of course, is that bananas—like fruits as a class— 

are relatively low in calories. There are only 88 calories 

in a medium banana, according to the U.S. Department of 
Agriculture. (Handbook No. 8, Composition of Foods.) 


And so another bugaboo is laid to rest. 


There is no reason to omit bananas from reducing diets. 
There are a wealth of reasons to include them: 


® A wide range of vitamins and minerals in good balance 
with calories. 


® Calories provided both as simple sugars for quick energy 
and as less soluble carbohydrates for more sustained energy. 


® High satiety value for appetite control. 

® Pectins and carbohydrates to aid digestion. 

8 Extremely low fat content—less than 0.2 per cent. 

® Sweet mellow flavor that rates high in patient acceptance. x 


In addition, clinical experience has demonstrated the banana’s 
regulatory effect on gastrointestinal function, and its vaiue 
in the correction of both diarrhea and constipation. 


A new look at bananas demonstrates their place in every 


reducing diet—and every normal or maintenance diet, too. 


Bananas belong in the daily diet 


UNITED FRUIT COMPANY 
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NOTHING IS QUICKER + NOTHING IS MORE EFFECTIVE 


Medihaler-EPI 


For quick relief of bronchospasm of any origin. More 
rapid than injected epinephrine in acute allergic 
attacks. 
Epinephrine bitartrate, 7.0 mg. per cc., suspended in 
inert, nontoxic aerosol vehicle. Contains no alcohol. 
Each measured dose 0.15 mg. actual epinephrine. 


Medihaler-ISO” 


Unsurpassed for rapid relief of symptoms of asthma 
and emphysema. 


Medihaler-Phen® Isoproterenol sulfate, 2.0 mg. per cc., suspended in 


Automatic NASAL aerosol nebulization inert, nontoxic aerosol vehicle. Contains no alcohol. 
provides prompt, effective, prolonged, Each measured dose 0.06 mg. actual isoproterenol. 


and nonirritating decongestion in head 

colds, aliergic rhinitis, sinusitis, and Prescribe Medihaler medication with Oral Adapter on 
nasopharyngitis. Vasoconstrictive, de- first prescription. Refills available without Oral Adapter. 
congestive, anti-inflammatory, antibac- 


terial. Combines actions of phenyl- FOR KIDDIES TOO 


ephrine, phenylipropanolamine, neo- 
mycin, and hydrocortisone. Notably well tolerated and effective for children. 
( R; Nonbreakable, spillproof, 
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Social Security Described 
as Tax Program 

Senate Committee Supports 
Jenkins-Keogh Type Bill . . 
Veterans’ Groups’ Objectives 


Heard . . 


Bigger Inventories of Medical, 
Hospital Supplies Urged . . 


OASDI IS TAX, NOT INSURANCE, 
SCHOTTLAND SAYS 


The social security system is, in the opinion of 
its chief administrator, a tax rather than an insur- 
ance program in the usual sense, and Congress, 
through its power of taxing, calls the tune on the 
amount of the tax and the extent of benefits to be 
given those covered under social security. 

These explanations from Social Security Admin- 
istrator Charles Schottland came in answer to ques- 
tions during a meeting of voluntary or- 
ganizations concerned with health, welfare, and 
education. The meeting, held in the Department of 
Health, Education, and Welfare, was sponsored by 
the Social Legislation Information Service. 

A social security study on number of benefici- 
aries was made public at the meeting, with these 
figures: 

An estimated 72 million people were fully cov- 
ered for benefits under the program at the start of 
1957. Nine of every 10 mothers and children in the 
United States can count on monthly survivors in- 
surance if the head of the family dies. Face value 
of this “life insurance” protection is 425 to 450 
billion dollars. 

About 11 million persons are now receiving 
monthly benefits. Sixty-five per cent of all persons 
over 65 are now drawing old-age and survivors 
benefits or will be able to draw them when they 
stop receiving income from work. By 1970 the pro- 
portion eligible for benefits probably will be 80%; 
“ 1980, 85%; and by the year 2000, at least 94% of 
all aged persons will be eligible for benefits under 
the program as now written. 

The Disability Trust Fund, according to another 
report at the conference, had a balance of 640 mil- 
lion dollars at the end of 1957, and by July 1 of 
this year the agency estimates it will exceed one 
billion dollars. Money comes from a one-fourth of 
1% of payroll tax, and it is paid to eligible workers 
who are 50 years of age or older who have been 
determined to be totally and permanently disabled. 


FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


Final determinations have been made on nearly 
690,000 of one million disabled workers who have 
applied for disability payments and the disability 
freeze. Of these determinations, periods of disabil- 
ity have been established for B sce 370,000 dis- 
abled workers. 

About 80% of the denials have been for failure 
to meet the medical standards for disability; the 
remaining 20% have been on such_ technical 
grounds as failure to meet the work requirements 
of the law. 

The report showed that officials had under- 
estimated the number of women who would seek 
retirement at age 62 as provided in the 1956 social 
security amendments. About 361,000 of 900,000 
chose to retire at the earlier age. It also developed 
there had been too low an estimate of the alee 
of self-employed farm operators coming under the 
program. It had been estimated that 200,000 would 
apply when actually 375,000 with creditable claims 
had applied. 


NEW JENKINS-KEOGH PLAN SPONSORED 
BY SENATE SMALL-BUSINESS GROUP 


The campaign for a law to permit the self-em- 
ployed to set aside tax-deferred dollars in retire- 
ment plans has taken a new turn. Now awaiting 
action in the Senate Finance Committee is a small- 
business tax-relief bill sponsored by a majority of 
the members of the Senate Small Business Com- 
mittee. 

A section of one of the bills would permit per- 
sons to deduct up to 10% of income or $1,000, 
whichever is less, for amounts deposited toward 
retirement. It would permit a five-year carry-over 
of the unused portion of the allowable deduction 
and also would permit an increased deduction for 
taxpayers over 50 years of age at the time the bill 
is passed; at age 60, they could set aside $2,000 a 
year. 

The Small Business Committee measure would 
be applicable to all self-employed and those em- 
ployed who are not now members of a pension, 
profit-sharing, or stock bonus plan of an employer. 
There are pending before the House Ways and 
Means Committee bills by Representatives Jenkins 
(R., Ohio) and Keogh (D., N. Y.) which would al- 
low larger amounts—up to $5,000—to be deducted 
for retirement. 

Senator Thye (R., Minn.) one of the co-sponsors 
of the Senate version, said it would remove “the 
worst kind of discrimination from the present In- 
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ternal Revenue-Code. . . . all taxpayers would be 
given the same opportunity to provide for their 
retirement.” 

The Senate committee has conducted extensive 
hearings around the United States, starting last 
fall, and has received considerable testimony in 
favor of the tax deferment idea. 


OUTLINE VETERANS’ OBJECTIVES 
BEFORE HOUSE COMMITTEE 


Two veterans’ associations, the Disabled Ameri- 
can Veterans and Veterans of Foreign Wars, have 
outlined to the House Veterans Affairs Committee 
their legislative objectives at hearings annually 
conducted as a prelude to the committee’s consid- 
eration of specific bills. 

Richard L. Roudebush, commander-in-chief, tes- 
tified for the VFW. Regarding money asked in the 
President’s budget for hospitalization and medical 
care of veterans, Mr. Roudebush said the total re- 
quested at first examination “seems to be in line” 
but that there are inadequacies. 

Because of rising costs of hospital care, the 
amount asked in the budget, while including a 
slight increase, “may actually result in a reduction 
of hospitalization and medical care.” Also a threat 
to this budget item, Mr. Roudebush said, was the 
“strong possibility” that substantial salary increases 
would be voted for medical personnel in the Vet- 
erans Administration. Unless the appropriation is 
increased, these pay raises would have to come out 
of funds voted for hospital and medical care. 

The VFW spokesman also described as a “most 
distressing inadequacy” the 9 million dollars re- 
quested for hospital construction, when contrasted 
with the 43 million dollars being spent during the 
current fiscal year. The group recommended in- 
creasing the average VA bed occupancy rate to 
not less than 95% and outpatient treatment for 
some of the disabled and aged, to make more beds 
available to those who actually require hospitaliza- 
tion; 

Paul E. Frederick Jr., national commander, testi- 
fied for the DAV. He said that for the veterans suf- 
fering from service-incurred disabilities, the DAV 
was recommending proper medical care and ade- 
quate compensation to dependents of veterans who 
die as the result of service-incurred disability. 

Mr. Frederick added that “we will not take legis- 
lative action on resolutions or proposed legislation 
which aim to provide benefits for veterans or their 
dependents” if the claim is based on a non-service- 
connected disability. 

However, he said that the DAV would help per- 
sons in non-service-connected cases to perfect and 
prosecute their claims for benefits and “will not 
oppose legislation for the benefit of those not 
classed as wartime disabled except when it is evi- 
dent that such legislation will jeopardize benefits 
for the wartime disabled .. .” 


J.A.M.A., Feb. 15, 1958 


COMMERCE DEPARTMENT PLANS SCIENCE 
INFORMATION EXCHANGE 


To establish a foreign technical information cen- 
ter for collecting, appraising, and translating docu- 
ments from abroad, the Commerce Department is 
asking for a special appropriation of $300,000. The 
President's budget carries $1,250,000 to carry on 
the project for the next fiscal year, starting on 
July 1. 

The plan is to set up a central clearinghouse in 
the department's office of technical services, where 
valuable foreign scientific and technical literature 
will be collected, evaluated, and distributed for the 
benefit of America’s scientists and engineers. 

From the National Science Foundation, the 
Atomic Energy Commission, the armed services, 
and the intelligence agencies, the proposed center 
expects to receive annually 50,000 abstracts and 
10,000 complete translations. 

The center was decided on on the basis of com- 
prehensive surveys made last year by the depart- 
ment and other federal agencies. 


URGE INCREASED INVENTORIES OF 
MEDICAL, HOSPITAL SUPPLIES 


In the interest of national defense and survival, 
producers and distributors of medical, pharmaceu- 
tical, and hospital equipment should be encour- 
aged to maintain increased inventories in dispersed 
locations. 

This is one of the recommendations in a report 
to Gordon Gray, director of the Office of Defense 
Mobilization, by a special committee that investi- 
gated national strategic stockpile problems. The 
committee was headed by Holman D. Pettibone of 
Chicago, and among its members was Dr. Edwin 
L. Crosby, director of the American Hospital As- 
sociation. 

The report brought out that the federal govern- 
ment has more than 7 billion dollars in strategic 
and critical materials in its stockpiles, including 
about 200 million dollars, largely medical and hos- 
pital supplies, in Federal Civil Defense Administra- 
tion warehouses. This year, however, the adminis- 
tration budget asks no money for FCDA medical 
supplies. 

According to the report, the national stockpile 
is in far better shape now than at any time in the 
past. “The supply expansion programs initiated 
during the Korean war and the stockpiles accumu- 
lated by government virtually eliminate the threat 
of raw material shortages of the type that impeded 
past defense mobilization efforts,” the committee 
declares. 

The committee recommends that emphasis be 
shifted from raw materials to finished items and 
vital supplies for survival, relief, and rehabilitation 
and that comprehensive surveys be made as a pre- 
liminary to increasing inventories of supplies that 
are ready for use. 
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«PROTEIN DEPLETION REVERSED 


the clinical results are positive when 


NILEVAR positive nitrogen balance 


The anabolic effects of Nilevar are quickly manifest both to the patient 
and to the attending physician. 

When loss of nitrogen delays postsurgical recovery or stalls 
convalescence after acute illness and in severe burns and trauma, 
Nilevar has been found to effect these responses: 


e Appetite improves e The patient feels better 
e Weight increases e The patient recovers faster 


Similarly Nilevar helps correct the “protein catabolic state” associated 
with prolonged bed rest in carcinomatosis, tuberculosis, anorexia nervosa 
and other chronic wasting diseases. 
Nilevar is unique among anabolic steroids in that 
androgenic side action is minimal or absent in appropriate dosage. 
Nilevar (brand of norethandrolone) is supplied as tablets of 10 mg. 
and ampuls (1 cc.) of 25 mg. The dosage of both forms is from 10 to 50 mg. daily. 


Research in the Service of Medicine. 
G. D. SEARLE & CO., CHICAGO 80, ILLINOIS 
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lower the “acne salute’’ 


rapid and lasting responses in: 
atopic dermatitis ( ) 
eczematous dermatoses 


pruritic States Therapeutic-Cosmetic (Resorcin and Sulfur Compounds, Almay®) 


psoriasis Resulin provides resorcin drying and securing mild exfoliation 
of the skin combined with sulfur for inhibiting sebaceous gland 


seborrheic dermatitis activity in cosmetically individualized preparations. Thus, with 


the first application, the facial appearance improves considerably 
while, simultaneously, acne corrective action commences. 


alma-tar.. {ap 
= RESULIN LOTION, 


In severe acne 


alma tar bointment G in 4 fl. oz. bottles, Blonde and Brunette 
7 In mild acne or RESULIN LOTION MODIFIED, 
. a Ae. when skin is tender in 4 fl. oz. bottles, Blonde and Brunette 
alma-tar... In dry-skin | RESULIN OINTMENT, 
comedo-type acne in 1% oz. tubes, Blonde and Brunette 
. For thorough, medicated RESULIN SOAP WITH SALICYLIC ACID, 
alma “tar. <> re cleansing in all cases in 4 oz. cakes 


alma- tar... CED RESULIN compounds are indicated 
y in all acne conditions: 


Literature and samples sent on reqvest. 


Literature and samples 
sent on request. 


€ 
be 
| 
cig 
‘ 
if 
In Canada: W. Sofin Ltd., Montreal 25, Quebec. 


iron-calcium TABLETS 

a unique new compound, ferrous calcium citrate, with tricalcium citrate 
: - iron and calcium in one molecule 
| - raises hemoglobin rapidly 


- white, uncoated tasteless tablets 


also available: Rarical with Vitamins | =e 


what is a live, healthy baby worth? 


To the parents, a live, healthy newborn is price- 
less, but to the physician it’s a kind of triumph, 
especially if there have been previous episodes 
of prematurity and fetal loss. 


The benefits of natural environment. A purified 
preparation of relaxin, Releasin, represents a 
landmark in the progress of obstetrical prac- 
tice. When administered early enough, Releasin 
can stop premature labor in many cases. Even 
when labor is not delayed until term, precious 
additional days’or weeks may be gained for the 
fetus to mature in its natural environment — 
the uterus—rather than in the artificial and 
more expensive environment of an incubator. 


Timing: Releasin therapy is frequently success- 
ful if used when labor occurs between the 29th 


and 36th week of pregnancy and before dila- 
tation of the cervix exceeds 3 cm. 


Administration: Dosage requirements will vary 
with degree of uterine activity. Jntramuscularly 
— an initial dose of 2 cc. followed by 1 cc. every 
2 to 4 hours until labor is arrested. If no re- 
sponse is observed after 3 or 4 injections, 
Releasin is not likely to be effective. Once labor 
is halted, one additional dose may be given. 


Available: 1 cc. vials of sterile aqueous solu- 
tion. Each 1 cc. vial contains the equivalent of 
20 mg. (3000 G.P.U.) Relaxin Standard. 


1. Perkoff, G. T., et al.: J. Clin. Endocrinol. 14:531 (May) 
1954. 2. Abramson, D., and Reid, D. E.: J. Clin. Endo- 
crinol. 15:206 (Jan.) 1955. 3. Eichner, E.; Waltner, C.; 
Goodman, M., and Post, S.: Am. J. Obst. & Gynec. 71:1035 
(May) 1956. 


Releasin 


brand of relaxin 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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when 
gonadal waning 
eads 
osteoporosis 


GYNETONE 
REPETABS 


Bone pain and increased susceptibility to fractures are common in older patients, 
especially in postmenopausal women. These phenomena are due to osteoporosis caused 
by hormonal waning that results in inadequate stimulation of osteoblastic activity 
and decline of anabolic processes. 


Through the additive effects of a suitable estrogen-androgen combination GYNETONE 
promotes restoration of bone stability by reconstruction of the bony matrix and 
increased retention of calcium, phosphorus and nitrogen. Its balanced hormone com- 
bination permits GYNETONE to be administered over long periods of time with little 
likelihood of steroid reactions. 


GYNETONE REPETABS are also used 

* to increase anabolism in protein-depletion states + to promote well-being in climac- 
teric patients + for suppression of lactation 

Dosage: For osteoporosis, one GYNETONE Repetas “.02” daily. 

Packaging: GyNeToNE Repetass “*.02”—0.02 mg. Ethiny] Estradiol U.S.P plus 5 mg. Methyltestos- 
terone U.S.P, bottles of 30 and 100. 

Also available Gynetone Repetass “.04”—0.04 mg. Ethiny] Estradiol U.S.P plus 10 mg. Methyl- 
testosterone U.S.P, bottles of 30 and 100. 


Gynetons,® combined estrogen-androgen. 
Reretass,® Repeat Action Tablets. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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Foster’ sogroases 


the skin and helps 
remove blackheads 


Fostex contains a 
combination of sur- 
face active agents 
(Sebulytic*) which: 
Completely emulsify ex- 
cess oil so that it is 
quickly washed off the 
skin. 


Penetrate and soften 
comedones, unblocking 
the pores and facilitat- 
ing removal of sebum 


plugs. 


Fostex dries and 


peels the skin 
The Sebulytic base of 
Fostex dries and pro- 
motes peeling of the 
skin...actions enhanced 
by the keratolytic ef- 
fects of micropulver- 
ized sulfur and salicylic 
acid. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- 
fonate, sodium dioctyl sulfosuccinate. ) 


FOSTEX CREAM for 
therapeutic washing of 
skin in the initial phase 
of acne treatment, when 
maximum degreasing 
and peeling are de- 
sired. 


FOSTEX CAKE for 
maintenance therapy to 
keep skin dry and sub- 
stantially free of come- 
dones. 


Fostex is easy for your 
patients to use 


Patients stop using soap on 
affected skin areas. Instead 
they use Fostex for thera- 
peutic washing of the skin. 
The Fostex lather is mas- 
saged into the skin for 5 
minutes—then rinse and dry. 


Write for Samples 


WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. Buffalo 13, New York 


J.A.M.A., Feb. 15, 1958 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4, 
1960 Annual Meeting, Chicago, June 6-10. 
1960 Clinical Meeting, Washington, D. C. 


AMERICAN 
February 


AMERICAN ACADEMY OF ForENsIC ScreNceEs, Hotel Carter, Cleveland, Feb. 
27-Mar. 1. Dr. Walter J. R. Camp, 1853 W. Polk St., Chicago, Secretary. 

ATLANTA GRADUATE MEDICAL ASSEMBLY, Atlanta-Biltmore Hotel, Atlanta, 
Ga., Feb. 17-19. Mrs. W. B. Shafer, 875 W. Peachtree St., N. E., Atlanta 
9, Ga., Secretary. 

CENTRAL SurRGIcAL Deshler-Hilton Hotel, Columbus, O., 
Feb. 20-22. Dr. Charles D. Branch, 1002 North St., Peoria, Ill., Secretary. 

SourHwest ALLERGY Forum, Shreveport, La., Feb. 23-25. Dr. J. D. 
Youman, 2021 Line Ave., Shreveport, La., Secretary. 


March 


AERO MepIcaAt AssocrATIon, Hotel Statler, Washington, D. C., Mar. 23- 
26. Dr. Thomas H. Sutherland, P.O. Box 26, Marion, Ohio, Secretary. 

AMERICAN ACADEMY oF GENERAL Practice, Municipal Auditorium, 
Dallas, Tex., Mar. 24-27. Mr. Mac F. Cahah, Volker Blvd. at Brookside, 
Kansas City 12, Mo., Executive Secretary. 

AMERICAN COLLEGE OF SuRGEONS, Regional Meeting, Waldorf-Astoria and 
Commodore Hotels, New York, Mar. 3-6. Dr. John H. Mulholland, 477, 
Ist Ave., New York 16, Chairman. 

AMERICAN COLLEGE OF SURGEONS, REGIONAL MEETING, Hotel Utah, Salt 
Lake City, Mar. 17-19. Dr. Alfred M. Okelberry, 115 E. South Temple, 
Salt Lake City 11, Chairman. 

AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, Hotel Commodore & Roose- 
velt, New York, Mar. 6-8. Dr. Marion F. Langer, 1790 Broadway, New 
York 19, Executive Secretary. 

AMERICAN PsycHosomatic Society, Netherland Hilton Hotel, Cincinnati, 
Mar. 29-30. Dr. Morton F. Reiser, 551 Madison Ave., New York, 
Secretary. 

AMERICAN Rapium Socrety, Hollywood Beach Hotel, Hollywood, Fla., 
Mar. 27-29. Dr. Theodore R. Miller, 139 E. 36th St., New York 16, 
Secretary. 

AMERICAN Socrety OF Faciat Piastic SurGERyY, Univ. Hosp. of Ohio 
State Univ., Columbus, Ohio, Mar. 10-11. Dr. Samuel M. Bloom, 123 
E. 83d St., New York 28, Secretary. 

Cuicaco Mepicat. Society ANNUAL CLINICAL CONFERENCE, Palmer 
House, Chicago, Mar. 4-7. Dr. George C. Turner, 86 E, Randolph St., 
Chicago 1, Secretary. 

MicuicaNn Institute, Sheraton-Cadillac Hotel, Detroit, Mar 
12-14. Dr. L. Fernald Foster, 606 Townsend St., Lansing 15, Mich., 
Secretary. 

Mip-CentTrRat STATES Society, Little Rock, Ark., Mar. 
20-22. Dr. H. O. Mareh, 3244 E. Douglas St., Wichita 8, Kan., Sec- 
retary. 

NATIONAL CONFERENCE ON Runa HEALTH, Hotel Heidelberg, Jackson, 
Miss., Mar. 6-8. Mrs. Arline Hibbard, 535 N. Dearborn St., Chicago 10, 
Secretary. 

NATIONAL MULTIPLE SCLEROSIS SocreTY, New York, Mar. 11. Mr. Donald 
Vail, 257, 4th Ave., New York 10, Secretary. 

NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS, Bellevue-Stratford 
Hotel, Philadelphia, Mar. 12-14. Dr, Franklin M. Foote, 1790 Broadway, 
New York 19, Executive Director. 

New Orveans Grapuate MEpDIcAL ASSEMBLY, Roosevelt Hotel, New 
Orleans, Mar. 3-6. Dr. Maurice E. St. Martin, 1430 Tulane Ave., New 
Orleans 12, Secretary. 

Nortu Paciric Society or INTERNAL MEDICINE, Spokane, Wash., Mar. 
15. Dr. Joseph H. Crampton, 1118, 9th Ave., Seattle, Secretary. 

SOUTHEASTERN SuRGICAL ConGress, Lord Baltimore Hotel, Baltimore, 
Mar. 10-13. Dr. Benjamin T. Beasley, 45 Edgewood Ave., S. E., Atlanta 
3, Ga., Secretary. 

SOUTHWESTERN SuRGICAL ConGress, Shamrock Hilton Hotel, Houston, Tex., 
Mar. 3l-Apr. 2, Dr. C. M, O'Leary, 207 Plaza Court Bldg., Oklahoma 
City, Okla., Secretary. 

April 

AMERICAN ASSOCIATION OF ANATOMuISTS, Buffalo, N. Y., Apr. 2-4. Dr. L. B. 
Flexner, Univ. of Pennsylvania Medical School, Philadelphia 4, Secretary. 

Society oF CLINICAL SuRGERY, St. Louis, Mo., Apr. 4-5. Dr. Frank F. All- 
britten Jr., Univ. of Kansas Medical Center, Kansas City, Mo., Secretary. 

Unrrep Statres-Mexico Borperx Pusiic HEALTH AssociaTiIOon, Hermo- 
sillo, Sonora, Mexico, Apr. 8-11. Dr. Sydney B. Clark, U.S. Court 
House, Room 204, El Paso, Tex., Secretary. 


INTERNATIONAL AND FOREIGN 
March 
ConcGress OF INTERNATIONAL ANESTHESIA RESEARCH SocieTy, New Or- 
leans, La., U.S. A., Mar. 24-27. Dr. A. William Friend, East 107 & 
Park Lane, Cleveland 6, Ohio, U.S. A., Executive Secretary. 
INTERNATIONAL SCIENTIFIC CONGRESS OF INTERNATIONAL COLLEGE OF 
Surceons, U.S. anp CANADIAN SEcTIONS, Los Angeles, Calif., U.S. A., 
Mar. 9-14. Dr. Max Thorek, 1516 Lake Shore Dr., Chicago 10, IIL, 
U. S. A., Secretary General. 


(Continued on page 34) 
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“Meprotabs” are new, coated, white, unmarked 400 mg. tablets 
of meprobamate.® ‘“‘Meprotabs” are pleasant tasting, and easy to 
swallow. ® In this new form, the nature of medication is not iden- 
tifiable by the patient.® ‘‘Meprotabs” are indicated for the relief of 
anxiety, tension and muscle spasm in everyday practice.a Usual 


dosage: One or two tablets t.i.d. “VI 99 
eprotabs 
3-propanediot dicarbamate) 


€ 
W WALLACE LABORATORIES, New Brunswick, N. J. 


A 


> 


for continuous relief of 
respiratory congestion. 


Lae 


PROMPT RELIEF Novahistine LP Tablets 


release effective amounts of medication almost as 
rapidly as a solution. 


CONSTANT RELIEF Novahistine LP releases 
its decongestive drugs at a constant rate in both 
acid stomach secretions and in alkaline intestinal 
juices. 

With Novahistine LP there is no sudden “‘over- 
release”’...no uneven, sporadic effects. 


Convenient oral dosage eliminates patient misuse of 
nose drops, sprays and inhalants...is not likely to 
produce rebound congestion, mucosal damage and 
ciliary paralysis, nor make the patient ‘‘jittery.” 


Each Novahistine LP Tablet contains: 
Phenylephrine hydrochloride 20 mg., Chlorprophen- 
pyridamine maleate 4 mg. Supplied in bottles of 50 
tablets. 


Administration: Adults—2 tablets twice daily will 
provide an adequate therapeutic effect in the average 


patient. Children—One-half the adult dose. 
*Trademark 


J.A.M.A., Feb. 15, 1958 


| April 

| ASSOCIATION OF SURGEONS OF GREAT BRriTAIN & IRELAND, Belfast, N. Ire- 
land, Apr. 10-12. For information address: Joint Secretariat, 45, Lin- 
coln’s Inn Fields, London, W. C. 2, England. 

BanAMAS Mepicat CoNnFERENCE, Dolphin Hotel, Nassau, Bahamas, Apr. 
1-12. For information write: Dr. B. L. Frank, Dolphin Hotel, Nassau, 
Bahamas. 

CONGRESS OF THE INTERNATIONAL ASSOCIATION OF APPLIED PsYCHOLOGY, 
Rome, Italy, Apr. 9-14. For information address: Dr. C. B. Frisby, 14, 
Welbeck St., London, W. 1, England. 

Heattu Concress or Society or HEALTH, Eastbourne, England, 
Apr. 28-May 2. For information address; The Secretary, Royal Society 
of Health, 90, Buckingham Palace Road, London, S. W. 1, England. 

INTERNATIONAL ASSOCIATION FOR SKI-ING TRAUMATOLOGY & WINTER 
Sports MeEpicine, Davos, Switzerland, Apr. 13-16. For information 
address: Dr. med. F. Jakob, Davos-Platz, Davos, Switzerland. 

| INTERNATIONAL CONGRESS OF INTERNAL MeEpiciNne, Sheraton Hotel, Phila- 

delphia, Pa., U.S. A., April 24-26. Mr. E. R. Loveland, 4200 Pine St., 
Philadelphia 4, Pa., U.S. A., Secretary-General. 

| INTERNATIONAL CONGRESS OF LEGAL AND SociaL MeEpeEcINgE, Madrid, 
Spain, April 16-19. For information address; Prof. B. Piga, Dept. of 
Legal Medecine, Madrid University, Madrid, Spain. 

INTERNATIONAL CONGRESS OF MeEpiciNE, Athens, Greece, April 4-12. Prof. 
P. Delore, 13 Rue Jarente, Lyon, France, Secretary-General. 

INTERNATIONAL CoNGRESS OF NEo-Hippocratic Mepicine, Athens and 
the Isle of Cos, Greece, Apr. 4-12. For information address: Prof. Pav- 
lakio, International Congress of Neo-Hippocratic Medicine, Faculty of 
Medicine, Athens, Greece. 

Pan AMERICAN CONGRESS OF THE History OF MeEpicINE, Rio de Janeiro, 
Brazil, Apr. 12-20, Dr. Ordival Carriano Gomes, Rua Mexico, 163-2 
Andar, Rio de Janeiro, Brazil, Secretary-General. 

Pan AMERICAN MEDICAL WoMEN’s ALLIANCE, McAllister Hotel, Miami, 
Fla., U. S. A., Apr. 14-17. Dr. Hilla Sheriff, 435 Wade Hampton Office 
Bldg., Columbia, S. C., U. S. A., Chairman. 

Unitrep Strates-Mexico Borper HEALTH AssociaTion, Hermo- 
sillo, Sonora, Mexico, Apr. 8-11. Dr. Sydney B. Clark, U.S. Court 
House, Room 204, El Paso, Tex., Secretary. 

May 

Asian REGIONAL PaEpiAtric ConGress, Singapore, Malaya, May 26-30. 
For information address: Organizing Secretary, The First Asian Re 
gional Paediatric Congress, General Hospital, Paediatric Unit, Singapore, 
Malaya, 

CONFERENCE ON INTERNATIONAL UNION FOR HEALTH EDUCATION OF THE 
Pusuic, Brussels, Belgium, May 3-4. Mr. M. Lucien Viborel, 92, rue 
St. Denis, Paris I, France, Secretary-General. 

ConGrEss OF FRENCH SocrETY OF OPHTHALMOLOGY, Paris, France, May 
11-15. For information address: Dr. Guy Offret, 16, rue de Logelbach, 

Paris, France. 

CONGRESS OF THE INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE 
Broncui, Munich, Germany, May 16-17. Dr. J. M. Lemoine, 189, 
boulevard St. Germain, Paris 7e, France, Secretary-General. 

Worip Concress or GASTROENTEROLOGY, Sheraton-Park Hotel, Wash- 
ington, D. C., U. §. A., May 25-31. Dr. H. Marvin Pollard, University 
Hospital, Ann Arbor, Mich., U. S. A., Secretary-General. 


June 

CANADIAN MEDICAL AssociaTIoNn, Halifax, N. S., Canada, June 15-19. 
Dr. A. D. Kelly, 150 St. Gecrge St., Toronto 5, Ont., General Secretary. 

ConGrEss OF INTERNATIONAL FEDERATION OF GYNECOLOGY AND OBSTET- 
rics, Montreal, Can., June 22-28. For information address: Prof. L. 
Gerin-Lajoie, 1414 rue Drummond, Suite 313, Montreal, Canada. 

INTERNATIONAL ASSOCIATION FOR CHILD Psycuiatry, Lisbon, Portugal, 
June 15-20. Mrs. Irvine, Tavistock Clinic 2, Beaumont St., London, 
W. 1, England, Secretary-General. 

INTERNATIONAL CONGRESS OF UROLOGY, Stockholm, Sweden, June 25- 
July 1. Dr. G. Giertz, Karolinska Sjukhuset, Stockholm 60, Sweden, 
Secretary-General. 

| INTERNATIONAL FERTILITY ASsocIATION, Windsor Hotel, Montreal, Que., 
June 20-22. For information address: Dr. Walter W. Williams, 20 Mag- 

| nolia Terrace, Springfield 8, Mass., U. S. A. 

| 

| July 

| AMERICAN COLLEGE OF SURGEONS, REGIONAL MEETING, Stockholm, Swe- 
den, July 2-7. Dr. Michael L. Mason, 40 E. Erie St., Chicago, IIL, 

| U. S. A., Chairman. 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
| tion magazines on medical subjects is published each week only 
for the information of readers of THe JourNAL. Unless specifi- 
cally stated, the American Medical Association neither approves 
nor disapproves of the articles reported. 

MAGAZINES 
Cosmopolitan, February, 1958 
“Thriving on Tension,” by E. M. D. Watson 
The author says that myths like “Tension is killing our 
executives,” and “Our world is too fearful to take without 


PITMAN-MOORE company 


Division of Allied Laboratories, Inc. « Indianapolis 6, Indiana 


(Continued on page 36) 
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“CONTROL FEVER... -ACHES AND PAINS 
I HEADACHE... GENERAL DISCOMFORT 


pediatric antipyretic-analgesic 


Tylenol is an effective and accepted relief measure for virus 


infections including influenza, common colds, adenovirus— 


and the host of other upper respiratory diseases. 


quickly, 


It makes the patient more comfortable.. 


NOW AVAILABLE IN 


TYLENOL DROPS ! TYLENOL ELIXIR | 
60 mg. (1 gr.) pet 0.6 cc.—15 cc. bottles | 120mg.(2 gr.) per 5cc.—4and 12 fl. oz. bottles 


| with calibrated droppers ) 


LABORATORIES, INC. 
Philadelphia 32, Pa. 


TYLENOL acetaminophen 


Resniratoryv Intections 
‘ 


Relief was provided in over 15,600 
clinical cases. Sensitization was 
negligible, with no signs of toxicity 
or cross-sensitization. 


‘tronothané 


(Pramozine, Abbott) 


J.A.M.A., Feb. 15, 1958 


THE DO IT 
YOURSELF 


BASAL! 


If you are not doing basals or are sending 
your patients out—you are missing the op- 
portunity of serving your patients better. 

BMR should be part of every physical. 
Some of your patients are probably unsus- 

cted thyroid cases that the Collins Meta- 

lex would reveal. You can also do vital 
lung capacity tests with the Metabolex. 
The Metabolex is so simple, so accurate, 
you can do the test yourself or train the 
girl in your office. The Metabolex is a real 
‘do it yourself’’ Basal. And it only costs 
$275. 


MAY WETELL YOU HOW 
GOOD AN INVESTMENT IT 1S? 
Ask for Circular X 
WARREN E. COLLINS, INC. 
555 HUNTINGTON AVENUE 
BOSTON 15, MASSACHUSETTS 


pills” are sending us on a confused and anxious search for 
relaxation. Yet, he says, tension can be your biggest asset, 
for the person whose goal is to be as free of tension as a 
jellyfish is aiming at a fool’s paradise--and it is no paradise 
at all. 


Farm Journal, February, 1958 
“You Eat for Your Unborn Children” 

If you want to be born healthy, says this article, choose 
a mother who has been well nourished all her life. The 
importance to babies of what the mother’s eating habits 
have been was emphasized at a conference on nutrition 
and pregnancy sponsored by the Council on Foods and 
Nutrition of the A. M. A. 


National Parent-Teacher, February, 1958 
“The Leukemias,” by Charles G. Zubrod, M.D. 
The author, clinical director of the National Cancer Insti- 
tute, discusses the questions of the cause and the cure of 
the leukemias. 


Redbook, February, 1958 
“Relief for the Common Cold,” by Madelin Alk 
Ways to relieve the symptoms of a cold and to keep it 
from developing into something worse are presented in 
this report. 


Life, February 17, 1958 
“New Patterns of a Nation’s Health” 
This article contains a report on how medicine extends 
man’s life through the use of new chemicals, machines, 
and spare parts. 


Pageant, March, 1958 
“A Substitute for Death,” by Douglas M. Kelley, M.D., and 
Gordon Waldear 
Today, according to this article, the psychopath is one of 
man’s most puzzling mysteries. He causes death and in- 
jury, loss of property, and restriction of normal human 
function. Of all repetitive criminals 80 to 90% are psycho- 


The authors propose that, instead of killing or isolating 
capital criminals—particularly the psychopaths, society 
should make them available for study and analysis. They 
suggest that the federal government establish a new kind 
of detention center, a criminarium where psychopathic 
criminals could be safely restrained, and, at the same 
time, subjected to intensive study. 


“Myths vs. Mrs. vs. Truth” 
“Old wives tales” and actual facts about pregnancy and 
birth are discussed in this article. Many a legend falls by 
the wayside as new facts are discovered, although many 
more persist; perhaps there is a basis of fact for some of 
them. 


“Snore Lore,” by Harold B. Jacobson 
The 10 million snorers in this country provide encourage- 
ment for inventors of countless snore-inhibitors which 
continually appear on the market. They also provide some 
perplexing problems for physicians who are consulted by 
the offender and often by the offended. One medical 
group, after reviewing all recent research has concluded 
that “Isolation may be the only effective measure.” 

“The Frank Facts About Sex and Your Heart,” by George 

Riemer 
Little substantial information has been published in non- 
medical magazines concerning the effects of sexual ac- 
tivity on the human heart. One reason is that until recent 
years only negligible research had been done on the sub- 
ject and comprehensive studies are lacking. This article 
discusses the latest available information and urges that 
further research be done in this area. 

“A Wonder Vaccine to Conquer All Virus Disease,” by 

Malcolm P. Dempster 
The article states that Dr. Jonas Salk is now working on 
an all-inclusive vaccine and that we are “about to be 
brought face to face with the ‘impossible’—a simple, single 
vaccine that will finally prevent almost all of mankind’s 
most debilitating and mysterious ills.” 
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“Since we put him on NEOHYDRIN he’s been 


able to stay on the job without interruption?’ 


oral 


NEOHYDRIN 


BRAND OF CHLORMERODRIN 
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LIST OF STATE MEDICAL ASSOCIATIONS 


J.A.M.A., Feb. 15, 1958 


SOCIETY 


Alabama, Med. Assn. of the State of 
Alaska Territorial Medical Assn 
Arizona Medical Association. 
Arkansas Medical Society 
California Medical Association.... 
Colorado State Medical Society 
Connecticut State Medical Society... 
Delaware, Medical Society of 
District of Columbia, Med. Soe. of... 
Florida Medical Association 
Georgia, Medical Association of.. 
Hawaii Medical Association 
Idaho State Medical Association 
Illinois State Medical Society 
Indiana State Medical Association... 
Iowa State Medical Society 
Isthmian Canal Zone, Med. Assn. of.. 
Kansas Medical Society 

Kentucky State Medical Association. . 
Louisiana State Medical Society 
Maine Medical Association 
Maryland, Med. and Chir. Faculty of 
Massachusetts Medical Society 
Michigan State Medical Society 
Minnesota State Medical Association 
Mississippi State Medical Association 
Missouri State Medical Association. . 
Montana Medical Association 
Nebraska State Medical Association 
Nevada State Medical Association... 
New Hampshire Medical Society. . 
New Jersey, Medical Society of... 
New Mexico Medical Society 

New York, Med. Soe. of the State of 
N. Carolina, Med. Soc. of the State of 
North Dakota State Medical Assn.... 
Ohio State Medical Association 
Oklahoma State Medical Association 


Oregon State Medical Society 
Pennsylvania, Med. Soc. of State of 
Puerto Rico Medical Association 
Rhode Island Medical Society 

South Carolina Medical Association 
South Dakota State Medical Assn.... 
Tennessee State Medical Association 
Texas Medical Association...... 
Utah State Medical Association 
Vermont State Medical Society 
Virginia, Medical Society of 
Washington State Medical Assn 
West Virginia State Medical Assn.... 


Wisconsin, State Medical Society of.. 
Wyoming State Medical Society...... 


PRESIDENT 


John A. Martin, Montgomery...... 
Hugh B. Fate, Fairbanks ° 


.|Carlos C. Craig, Phoenix... 


T. Duel Brown, Little Rock 


ie Frank A. MacDonald, Sacramento 14 


Clare C. Wiley, Longmont 

W. Bradford Walker, Cornwall 
John B. Baker, Milford 

James W. Watts, Washington 6.... 
William C. Roberts, Panama City.. 


..|W. Bruce Schaefer, Toccoa 
.--|Samuel L. Yee, 


Hoyt B. Woolley, Idaho Falls 
Lester 8S. Reavley, Sterling 


.|M. C. Topping, Terre Haute 


Fred Sternagel, West Des Moines... 
Charles O. Bruce, Balboa Heights. . 
Barrett A. Nelson, Manhattan 
Edward B. Mersch, Covington 

H. Ashton Thomas, New Orleans 12 
Francis A. Wichenbach, Bath 

J. Sheldon Eastland, Baltimore.. 
Patrick J. Sullivan, Dalton 

Arch Walls, Detroit 

J. Arnold Bargen, Rochester. . 
Howard A. Nelson, Greenwood. 
W. 8S. Sewell, Springfield 

John A. Layne, Great Falls... 
R. Russell Best, O 

Stanley L. Hardy, Las Vegas 
Arthur W. Burnham, Lebanon. 
Albert B. Kump, Bridgeton... 
Samuel R. Ziegler, Espanola.... 
Thurman B. Givan, Brooklyn 
Edward W. Schoenheit, Asheville... 
R. W. Rodgers, Dickinson 

Robert S. Martin, Zanesville 

John F. Burton, Oklahoma City... 


Vern W. Miller, Salem 

John W. Shirer, Pittsburgh 1 
Guillermo Pico, Santurce 29 
George W. Waterman, Providence 6 


M. M. Morrissey, Pierre 

J. Paul Baird, Dyersburg 

Denton Kerr, Houston 

Reed W. Farnsworth, Cedar City.. 
James P. Hammond, Bennington. . 

C. Bates Jr., Arlington 3 
Milo T. Harris, Spokane 
Charles A. Hoffman, Huntington. 


H. E. Kasten, Beloit 
H. B. Anderson, Casper... 


.|Everett S. Diggs, 1211 Cathedral St., 


.|Mr. Richard |. Nevin, 315 W. 
-|Mr. R. R. Marshall, 221 W. Central Ave., 


..|Max H. Parrott, 1115 8.W. Taylor St., 
.|Mr. Lester H. Perry, 


D. Lesesne Smith, Spartanburg....}) 


EXECUTIVE OFFICER 


D. L. Cannon, P.O. Box 1788, Montgomery 4 

Robert B Wilkins, 1121 Fourth Ave., Anchorage 
Leslie B. Smith, 826 Security Bldg., Phoenix 

Mr. Paul C. Schaefer, 215 Kelley Bidg., Ft. Smith... 
ag John Hunton, 450 Sutter St., San Francisco a. 


o reighton Barker, 160 St. Ronan 8t., New Hav en. 
N. L. Cannon, 621 Delaware Ave., Wilmington 
Mr. T. Wiprud, 1718 M St., N.W., Washington 6 
Mr. M. D. Krueger, 875 W. Peachtree St., N.E., 
Satoru Nishijima, 510 S. Beretania St., Honolulu 
Mr. Armand L. Bird, 364 Sonna Bldg., B 

Harold M. Camp, 224 8S. Main St., Monmouth 
Mr. James A. Ral na 23 E. Ohio St., 


Mr. Oliver E. Ebel, 315 W. Fourth St., 
Mr. J. P. Sanford, 1169 Eastern Pkwy., 
C. Grenes Cole, 1430 Tulane Ave., New Orleans 12 
D. F. Hanley, P.O. Box 20, Brunswick 
Baltimore. . 
Boston 15 


Robert W. Buck, 22 The Fenway, 


F. Foster, P.O. Box 


‘:|Mr. R. R. Rosell, 496 Lowry Med. Arts Bidg., St. Paul 2 
--| Mr. RB. B. Kennedy, 735 Riverside Dr., 
.|£. Royse Bohrer, 634 N. Grand Blvd., St. Louis 3 

Mr 


Mr. L. R. Hegiand, P.O. Box 1692, 
Mr. M. C. Smith, 1315 Sharp Bldg., Lincoln 8 
Mr. Nelson B. Neff, P.O. Box 188, Reno 

Mr. Hamilton S. Putnam, 18 School St., 
State St., 


Concord. 
Trenton 8 


W. P. Anderton, 386 Fourth Ave., New York 

Mr. James T. Barnes, 

Mr. Lyle Limond, Box 1198, Bismarck 

Mr. C. 8. Nelson, 79 East State St., Columbus 15 

Mr. R. H. Graham, P.O. Box 9696, Shartel Station,| 
Okla. City 

Portland.. 

230 State St., Harrisburg.. 

J. A. Sanchez, Box 9111, Santurce 

Thomas Perry Jr., 154 Waterman St., Providence 6.. 
M. L. Meadors, 309 W. Evans St., Florence 

; Foster, Ist Nat'l Bank Bidg., Sioux Falls 

Jack E. Ballentine, 112 Louise Ave., 

L. Williston, 1801 N. Lamar Bivd., 

Mr. H Bowman, 42 8. Fifth East St., 

Mr. — Page, 128 Merchants Row, Rutland..... 

Mr. R. Howard, 1105 W. Franklin St., Richmond 2% 

Prederiek A. Tucker, 1309 Seventh Ave., Seattle 1 


Mr. 


Mr. C. H. Crownhart, P.O. 1109, Madison 1 


.|Chandler, 
.| Hot Springs, 


. |Stratford, 


Mr. Ernest R. Gibson, P.O. Box 2411, Jacksonville 1.. 
Atlanta 


‘|Kansas City, 
7 ouisville 17.. 


203 C apitol Club Bldg 


Nashville 5... 


Mr. Charles Lively, Box 1031, Charleston 24............ 


Mr. Arthur Abbey, Box 2036, Cheyenne.............+++. 


ANNUAL MEETING 
Montgomery, Apr. 17-19 
Fairbanks, May 
Apr. 30-May 38 
May 46 
Los Angeles, Apr. 27-30 
‘Colorado Springs, Sept. 25-28 
Apr. 30-May 1 


Washington, May 7 


Macon, Apr. 27-30 
Honolulu, May 1-3 
Sun Valley, July 6-9 
Chicago, May 20-23 
Indianapolis, Oct. 13-15 
Des Moines, Apr. 20-23 


May 4-8 
Louisville, Sept. 23-25 
Shreveport, May 5-7 


.|Rockland, June 22-24 
.| Baltimore, 


Apr. 16-18 
Boston, May 20-22 
2\Duluth, June 

Jackson, May 13-15 
St. Louis, Apr. 13-16 
Billings, Sept. 11-13 
Lincoln, Apr. 28-May 1 


‘lAtlantic City, May 17-21 


Albuquerque, May 14-16 
New York City, May 12-16 
Asheville, May 4-7 

|Minot, Ma 
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\Cineinnati, Apr. 15-17 


|Oklahoma City, May 4-7 
| Portland, Sept. 3-5 


:|Philadelphia, Oct. 12-17 


Providence, May 13-14 
|Myrtle Beach, May 13-15 


.|/Huron, May i7 


20-23 
19-23 


Gatlinburg, Apr. 
Houston, Apr. 


Salt Lake City 2|Salt Lake City, Sept. 912 


| Pike, N. H., Sept. 6-9 
Spokane, Sept. 14-17 
|W. Sulphur Springs, 
Aug. 21-23 
Milwaukee, May 6-8 
Moran, June 9-12 


(Pramoxine Hydrochloride, Abbott) 


More than 15,600 

case studies showed 
negligible sensitization and 
no toxicity was observed 


Obbott 
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Facts and Theories About Fats and Oils in the Diet 


“97 


. 


A Service for Busy Doctors a 
‘ | Complete text of this 
from the Wesson Oil People | booklet is reprinted on 


Physicians who have seen this booklet call it a real time-saver. It answers the many the following pages 


patients’ questions prompted by the recent flood of publicity concerning diet and 
the heart. It is reprinted in full on the following pages for your inspection before 


| for your inspection 


ordering your free copies. 


The Wesson Oil People, Dept. $ 
Box 106, New Orleans, Lovisiana 


Please send me free copies of the booklet ‘Facts and Theories 
about Fats and Oils in the Diet.”’ 


Name 


Address 


| 
| \ | 
\ 
| \ 
Free 
| / | 
' 
order to get 
ot 
City Zone State 


Foreword: This booklet has been prepared for those who 


are concerned about fat in their diet. It is not intended to be a 
substitute for the advice of your physician. As you will see, this 
booklet reviews what is actually known and what seems likely 
about this subject. It comes to no startling conclusion, but reports the diet 


recommended by most leading medical scientists for normal people: 


A sensible balanced diet, one which will keep you 
at your proper weight and provide adequate pro- 
teins, carbohydrates, minerals, vitamins, liquids, 
and moderate amounts of fats and oils. 


About half the total fats and oils, some medical 
authorities advise, should be high in “polyun- 
saturated fatty acids’’. Wesson Oil is such an oil. 


Putting Dietary Fats and Oils in Focus 


Recently magazines and newspapers have featured 
more and more articles on fat in the diet and its 
possible relation to coronary heart disease. Unless 
the reader is medically trained, it is easy to jump 
to wrong conclusions about such articles. This is 
because the reader may miss little words such as 
“seems to,” or “‘suggests,”’ or ‘‘appears to.’’ Medical 
researchers phrase their statements cautiously for 
the good reason that almost all this research merely 
indicates or suggests conclusions. The fact is, almost 
nothing about the possible dietary causes of cor- 
onary heart disease has been proved to the satis- 
faction of medical scientists. 
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Fats in the Human Body 


Even if you eat no fat or oil at all, your body will 
make up for the lack by “manufacturing’’ some 
out of carbohydrates and proteins. Fat or oil is 
one of the elements which are necessary to all cells 
and tissues. The others are carbohydrates, proteins, 
minerals, vitamins and water. The human body 
cannot do without any of these. 


While a lot remains to be learned about all the 
functions of fat or oil in the body, we know that 
fat or oil is useful 

1. As a carrier of ‘fat soluble’’ vitamins such 
as A and D. 
As a part of the structure of the brain and 
nerves, and as insulation or cushions be- 
tween muscle fibers. 
As a means of satisfying hunger. Fat or oil 
remains in the stomach longer than other 
food elements. 


4. As a concentrated source of calories. 


Also, it seems probable that the ‘polyunsaturated 
fatty acids,” contained par- 
ticularly in vegetable oils are essential to human 
nutrition. This has been conclusively proved in 
animal studies. 


especially ‘“‘linoleic,” 


Coronary Disease 
and Atherosclerosis 


Coronary heart disease often, but not always, follows 
a disease called ‘‘atherosclerosis.”’ In this disease, 


desposits accumulate in the cell walls of the arteries. 
Such deposits include a wax-like substance called 
“cholesterol.” 


What causes atherosclerosis? There is as yet no 
definite answer. Medical scientists are exploring 
many angles, including the following: 

a) ‘Mechanical stress.”’ In atherosclerosis the 
“atheromas”’ or deposits appear more often 
in areas where arteries are under stress 
where blood flow or pressure is strongest 
A defect in the mechanism by which blood 
clots. 

The chief 


may come from an as 


An unknown indirect cause 


villain (‘or villains 


yet unsuspected source. 
Amount of physical activity. 


Heredity. Some families seem to have more 


atherosclerosis than others. 


Hormones. Women before menopause seem 
to have less atherosclerosis than men. 


Diet. Medical science is looking closely at: 


1. Protein. It is known that the lipids in 
the blood are transported in combination 
with proteins, the fat molecules being 

enclosed by “protein chains’ or amino 


acids. 

Carbohydrates. There is a mechanism in 
the human body which can manufacture 
cholesterol from carbohydrates or from 
proteins. 


Cver eating. So far there is conflicting 
evidence as to whether over eating with 
its resulting overweight is related to 
heart disease. 


Dietary fat and cholesterol. The relation 
of dietary fat and cholesterol to athero- 
slerosis has recently received most at- 
tention. 


The Different Kinds of Fat 


Comparisons of the diets and coronary death rates 
of various population groups seem to show that 
there is some connection between the amount or 
the kind of fat in the diet and the amount of heart 
disease. People who suffered coronary attacks very 
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often had a higher than normal concentration of 
cholesterol in their blood. Population groups who 
ate excessive amounts of fat were shown to have 
higher levels of cholesterol in the blood. However, 
further studies seemed to show that these “serum 
cholesterol levels’”” were affected more by the kind 
of fat in the diet than by the amount. 


Some population groups, who consume a lot of 
vegetable oils, had much less coronary disease than 
those whose fats come largely from meat and dairy 
products. 


Now, one important difference between vegetable 
oils and animal fats is this: Liquid vegetable oils 
like cottonseed, soya, and corn oils are high in 
so-called “‘polyunsaturated fatty acids,” chiefly 
“linoleic.”” Animal fats such as meat and dairy 
products, and also solid (hydrogenated) vegetable 
shortenings, are low in “polyunsaturated fatty 
acids.” 


The question next arose: Can serum cholesterol be 
reduced by changing the kind of dietary fat? 


Experiments in several parts of the world have 
shown that the amount of serum cholesterol can 
be lowered by feeding high proportions of liquid 
vegetable oils. We still have far to go before we 
know all the answers. 


The Wesson Oil People 


Free Recipe Book 


The Wesson Oil People have 
prepared a very complete, 
easy to use cookbook. It 
shows how to use Wesson 
Oil, with its high proportion 
of “polyunsaturated fatty 
acids,’”’ in a wide variety of 
baked and fried dishes and 
salad dressings. For your 
free copy, send to the Wesson 
Oil People, Dept. CB, Box 
106, New Orleans, La. 


Should You Change Your Diet 
to Avoid Coronary Disease? 


Unless you are a heart patient, in which case you 
should follow the diet prescribed by your physician, 
the answer at this time must be as follows: Almost 
all the doctors who have taken the lead in coronary 
research emphasize that they do not advocate any 
basic change in diet unless a person is over-weight, 
or comes from a family which has a history of 
atherosclerosis, or suffers from an abnormally high 
serum cholesterol level. 


Conclusion 


Every human being is an individual case, whether 
or not he or she has indications of trouble with 
heart or arteries. If you are concerned about your 
diet, no one can give you better advice on what 
you should eat than your own physician. 


What is mostly recommended for normal people is a 
sensible, balanced diet, one which will keep you at 
your proper weight and provide moderate amounts 
of fats and oils, adequate proteins, carbohydrates, 
minerals, vitamins and liquids. About half the total 
fats and oils, some medical authorities advise, 
should be high in “polyunsaturated fatty acids’ — 
that is, vegetable oils such as cottonseed (Wesson 


Oil). 


Wesson Oil is a 100% pure vegetable oil refined 
from cottonseed. It is liquid, unhydrogenated. It is 
high in “polyunsaturated fatty acids” (linoleic 48 
to 52% ) and is readily available, being America’s 
largest selling salad oil and liquid shortening. 
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Pre-cauterization 


PATIENT COMFORT 


Whether cauterization, conization, other 
surgical operation or radiation of the cervix 

uteri is indicated, FuRActn Vaginal 
Suppositories can aid materially. Administered 
before and after these procedures, they eliminate 
infection; minimize discharge, malodor and 
irritation; facilitate healing and provide a more 
2 weeks post-cauterization rapid and comfortable convalescence. In 
conjunction with radiotherapy, they controi 
infection and thus contribute to ‘“‘a better 
response of the malignant tissue to a given unit 
of radiation.”* FuRAcIN Vaginal Suppositories 
do not cause monilial superinfection and are 
well-tolerated in prolonged use 

FORMULA 0.29% FURACIN in water-miscible 

base; hermetically sealed in yellow foil. 

iN 65 
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brand of nitrofurazon 


ALSO AVAILABLE: FURACIN URETHRAL SUPPOSITORIES 


3 weeks post-cauterization, 
healing nearly complete 


63 579, 1952. 


t am. 


prompt healing 
with aid of O,N R 
° 
NITROFURANS 
@ new class of antimicrobials—neither antibiotics nor sulfonamides 


EATON LABORATORIES NORWICH, NEW YORK 


Furacin Vaginal Suppositories 
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well patient 


measures therapeutic success 


Pentids 


Squibb 200,000 Unit Buffered Penicillin G Potassium Tablets 


when an oral penicillin is indicated...prescribe Pentids 


Six years experience by physicians in treating many mil- 
lions of patients with Pentids confirm clinical effective- 
ness and safety. Excellent results are obtained with 
Pentids in many common bacterial infections with only 
1 or 2 tablets t.i.d. Pentids may be taken without regard 
to meals. Pentids are economical. 


DOSE: 1 or 2 tablets t.i.d. without regard to meals 
SUPPLY: Bottles of 12, 100 and 500 tablets 


milimee Squibb Quality—the Priceless Ingredient 


SQUIBB 


other Pentids products 

NEW Pentids For Syrup: Squibb Flavored Penicillin Powder: 
when prepared with 35 cc. of water, the preparation pro- 
vides 60 cc. of fruit-flavored syrup, 200,000 units per tea- 
spoonful (5 cc.). 

Pentids Capsules: Squibb Penicillin G Potassium 200,000 
Unit Capsules, bottles of 24, 100 and 500. 

Pentids Soluble Tablets: Squibb Penicillin G Potassium Sol- 
uble Tablets—200,000 units, vials of 12, bottles of 100. 
These formulations are given % hr. before meals or 2 hrs. 
after meals. 


*PENTIOS’® 19 A SQUIBS TRADEMARK 
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NOW anew 


SAFETY 


CAP 


Plough, Inc. is pleased to announce 
a new safety cap for St. Joseph Aspirin 
For Children. This new safety cap 

is the result of several years of 
developing and testing a closure that 
combines practicality in use while 
affording maximum protection against 
children opening the bottle. Tested by 
a national consumer panel it was 
conclusively proved that the new cap 
afforded a high degree of protection 
against either accidental or purposeful 


opening by children. 


A 
PALATABLE 
ASPIRIN 
TABLET 
OF 
UNIQUE 
EXCELLENCE 


A PRODUCT OF Plough. Inc NEW YORK * MEMPHIS +« LOS ANGELES 


We believe that physicians, as well as 


mothers, will find this new safety cap 


on St. Joseph Aspirin For Children 


highly acceptable in every way. 


ST.JOSEp 
FOR CHILDREN 


$0 
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NOW... meoco comBINES THE 
SIMPLICITY OF MODEL 50... AND 
THE UTILITY OF MODEL 50B.. . 
IN THE 


MODEL 


In Dermatoses and 
Otitis Externa.... Provides electrical 


muscle stimulation, 


™ 
an adjunct therapy 
N EO-CO RT- DOM E for sprains, strains, 
dislocations, other 
LOTION pH4.6 trauma of the mus 
Acid Mantie®—Hydrocortisone—Neomycin 
Note: 

Lotion is provides enhanced topical benefits 
especially 
effective in 
hairy areas antiallergic and antibacterial action. FREE TRIAL OFFER 


and tissue i idi 
olds Street» New Yor! Mail Address: P. O. Box 3275-M 
Supply: 42% or 1% Hydrocortisone with 5 mg. per gm. 3603 E. Admiral Pl. + Tulsa, Oklahomo 
Neomycin Sulfate in 42 oz., 1 0z., 2 0z., 4 oz. squeeze 
bottles. (42 oz. size has special soft plastic tip for easy 
ease sen el with Recipro- 
application of contents into external ear in otitis externa.) cal Stimulation for 30 day FREE trial. 
CD Please send descriptive literature on MEDCOLATOR 
Model K. 


in antiinflammatory, antipruritic, 


Samples and literature available on request. 


NAME 


ADDRESS. 
NEW YORK 23 LOS ANGELES 46 In Canada: city. STAIE 


Serving the Profession Since 1932 
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Upjohn 


The Upjohn Company 
Kalamazoo, Michigan 


hits the disease but spares the patient 
f. a 
* | 
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unexcelled physiologic 
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— | A most widely us road-spectrum antibiotic now 

ntlatea with giucosamine, an ennancing agen Cc 


tetracycline blood levels 


Studies in which 84 enhancement 
agents were screened showed average 


tetracycline blood levels achieved peo 
with glucosamine to be unsurpassed. % ACY! 
IE IR 


high tetracycline blood levels 


Extensive comparative studies showed 
that the enhancing effect with 


glucosamine produces high blood 
levels in a high percentage of patients. C O& A=] FE ; RACYN 


advantages glucosamine 


Glucosamine is a normal human metabolite; 
it is nontoxic, sodium free, nonirritating 


to the stomach, and releases only Part 
four calories of energy per gram. Cl j 3 A= ACYN 


for unexcelled efficacy te _ the wic e variety 
of tetracycline-susceptible infections 


i 


Just two doses— 
and 


P.M. 
LIPO GANTRISIN  rocte. 


... and you can be sure that your patients will have prompt, lasting plasma and 
urine levels. 

Lipo Gantrisin is an excellent pediatric form of Gantrisin, in which 2 doses a day 
are sufficient to combat most urinary and systemic infections of non-viral — non- 


rickettsial origin. 


ROCHE LABORATORIES * DIVISION OF HOFFMANN-LA ROCHE INC * NUTLEY 10 © N. J. 


Lipo Gantrisin® Acetyl — brand of acetyl sulfisoxazole in a homogenized mixture 


(RocHE] 
=: 


Specific Agent 


PLUS Specific Adjuvant 


Typically, your hypertensive patient has two sets of symptoms—hypertensive and emotional. 
Each may intensify the other. For total management, the use of ANSOLYSEN and EQuANIL 
controls both sets of symptoms.'* 


ANSOLYSEN reduces the elevated pressure and induces corresponding remission in the 
hypertensive symptoms and signs. EQuanit alleviates the complicating stress symptoms, 
relieves the anxiety, tension, nervousness, insomnia. Together, the two agents provide you 
with a means for comprehensive management of your hypertensive patient. 


1. Dunsmore, R.A., and others: Am. J. M. Sc. 233:280 (March) 1957. 
2. Fulton, L.A., and others: Am. Pract. & Digest Treat. 8:1376 (Sept.) 1957. 


Meprobamate, Wyeth 


RELIEVES TENSION— 
MENTAL AND MUSCULAR 


Wigeth 


® 
Philadelphia 1, Pa, 


IN HYPERTENSION ... for full response 
A 
> 
LOWERS BLOOD PRESSURE. 
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tart of 2 TABLETS 
epic ation 3 DAILY 
\ j NORM. 5 
2 \ 2 
pays 
globin Response of 94 patients 


“ts performan®” high and its <ide-eftect 
percentage very \ow” 
2 TABLETS" 
average Serial periculocyt® Counts in 12 patients 
be given at optimal times and in maximal 
amounts without che aisturbanc® 
common in a high percentage’ of patients taking 
{certain} other jron preparations: 
and performane™ indexes of 
sulfate complex (FERRONORD) are optimal 
in the treatment of iron deficiencY anemia” 
Freon ofier® che | hy cian a WS \\-toler au q iron 
: sherapy chat produc 3a rapid, stative 
seyum and emogobin respons’ 
} dosage 2 tablets twice 4 day > in severe cases» 
tablets 3, Limes daily maintenance to 2 tablets daily. 
: su pplied in bottles of 100 tablets: 
fach tablet provides 49 ms- of elemental jron. 
y. and cader. B- New England mea. 257:78 (July 11) 1967. 
? Reprin® on request: 
| 


J.A.M.A., Feb. 15, 1958 
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John Redman (1722-1808): Medical Preceptor 
of Philadelphia 


In his dark broad-skirted coat, his German jackboots, and 
a hat that flapped before and was cocked up smartly behind, 
mounted on a fat little swish-tailed horse, Dr. John Redman, 
president of the College of Physicians of Philadelphia, must 
have struck some of his fellow-citizens in 1800 as a curious 
survival from an earlier, primitive age... . / At the opening of 
the nineteenth century he was in fact a very old man who 
had viewed the practice of medicine in Philadelphia through 
sixty years, seen medicine and the medical profession change, 
and helped make some of the changes. . . . 

Born in Philadelphia on February 27, 1722, educated at 
William Tennent’s Log College on the Neshaminy, young 
Redman was apprenticed to able but ill-humored Dr. John 
Kearsley, Sr... . 

Having completed a rigorous apprenticeship with Kears- 
ley, probably in 1743 or 1744, . . . provided with a letter of 
recommendation from his master, Redman left Philadelphia 
and commenced to practice in Bermuda. After a short time, 
however, with an inheritance from his father and a loan 
from Chief Justice Allen, perhaps on advice from Phineas 
Bond, who had studied in Scotland in 1742, he enrolled at 
Edinburgh University in October 1746. The great age of the 
Edinburgh medical school was just opening; and Redman 
was in the first generation of Americans to study there. He 
attended the lectures of Alexander Monro primus on anatomy 
and physiology and those of Charles Alston on materia 
medica, probably attended also clinical lectures at the Royal 
Infirmary, which John Rutherford inaugurated this year. 

The second winter, 1747-1748, Redman spent at Leyden, 
whose university still glowed from the luster Boerhaave had 
given it. Here Redman studied anatomy, surgery, and mid- 
wifery under Boerhaave’s student and collaborator, Bernhard 
Siegfried Albinus; and medicine with Jerome David Gaubius, 
Boerhaave’s successor in the chair. For his dissertation Red- 
man presented a subject in obstetrics—miscarriage. 
Albinus was his sponsor in the final examination, and Red- 
man received his diploma as a doctor of medicine on July 15, 
1748. Both at Edinburgh and Leyden, however, Redman’s 
work was bookish and largely theoretical. For practical ex- 
perience and observation Redman visited the Paris hos- 
pitals, possibly in the spring of 1748; and in the winter of 
1748-49 he walked the wards at Guy’s in London. From the 
attending physicians of that ancient foundation he received 
a testimony to his “great application.” In London a friend 
gave him a copy of Sydenham’s works. . . . In the spring or 
summer of 1749 Redman returned to Philadelphia. . . . Re- 
established in his native place at the age of 27, he left it 
seldom, and never for a long time, during the remaining 
sixty years of his life. 

Within three years Redman acquired such a reputation in 
Philadelphia that, with Thomas Graeme, Thomas Cadwala- 
der, and Charles Moore, he was asked to join Thomas and 


Phineas Bond and Lloyd Zachary as a consulting physician 
in the newly-established Pennsylvania Hospital. When Ben- 
jamin Rush came as an apprentice to his house and shop in 
1761, John Redman was said to have enjoyed for ten years 
one of the largest medical practices in the city... . 

Boerhaave and Sydenham were Redman’s principal guides 
in theory and practice. 

When William Cullen and John Brown called some of 
Boerhaave’s doctrines into question, Redman considered 
their arguments and adopted some of their views and 
methods. . . . Like all good doctors, Redman appreciated 
that the patient’s mental state is an important condition of 
successful treatment. In the sick room, Rush remembered, 
Redman “suspended pain by his soothing manner, or chased 
it away by his conversation,” which was grave or gay, in- 
structive or anecdotal as the nature of the patient’s illness 
and psychological condition indicated. A woman whom he 
attended during a fatal sickness told one of her friends that 
death had nothing terrible in it when Dr. Redman spoke to 
her about it. (S. Weir Mitchell envied Redman the secret of 
this “anaesthetic kindness.”) When his patients kept well, 
Redman visited them two or three times a year all the 
same... . 

John Redman was the first president of the College of 
Physicians in 1786. He was not the founder of this medical 
society—the College was the work of others; and though he 
was one of the oldest members, he was not the most famous. 
Morgan, Shippen and Rush were better and more widely 
known, but none of these men could have been elected head 
of a Philadelphia medical society without dividing it at its 
birth, Redman on the contrary, a successful practitioner, 
wise and tolerant, was held in esteem by all. He was re- 
elected president annually until, at his own request, he was 
allowed to retire in 1804.—W. J. Bell Jr., Ph.D., John Red- 
man (1722-1808): Medical Preceptor of Philadelphia, 
Transactions and Studies of the College of Physicians of 
Philadelphia, August, 1957. 


What Is a Friend? 

A friend is a photographer who softens the hard lines of 
your face and makes it beautiful in serenity and repose. He 
is a physician who assuages in you the pain of mediocrity 
and heals the wounds of social neglect. He is a banker who 
cashes your discounted virtues at their premium value. He 
is an attorney who pleads clemency for your blunders in 
the face of damaging evidence. 

He is a florist who weaves laurels of praise for your ob- 
scure deeds of valor and fashions nosegays of memory to 
brighten your darker moods. He is a chemist who trans- 
mutes bitter waters of defeat into an elixir of hope with the 
alchemy of encouragement. He is a policeman who arrests 
the tongue of slander that sullies your reputation.—H. M. 
Tippett, M.A., The Contagion of Friendship, Life and 
Health, September, 1957. 
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METHAMPHETAMINE ANO PHENOBARBITAL 


Weight Reduction: Obese patients may 
resist weight reduction because they 
fear losing the emotional security in- 
volved in overeating. AaMBaAR Extentabs 
or Tablets help them hold the diet line 
by giving them a more alert, brighter 
outlook. AMBAR adds incentive to weight 
reduction, gives the patient a better 
chance of holding off the disabling 
effects of continued overweight. 


Without Jitters:* Methamphetamine, a 
more potent CNS augmenter than 
amphetamine, but producing less 
cardiovascular effect, is combined in 
AMBAR with phenobarbital. The combi- 
nation subdues CNS effects just enough 
to protect the patient from overstimu- 
lation. Result: mood amelioration with 
no undesirable excitation — weight 


reduction without jitters. 


SHOWN BLOWING ITS TOP 18 A COLLECTOR'S 
TIN TOBACCO CAM, ONE OF MANY SUCH 
DESIGNS CHCE POPULAR IN AMERICA, 


MBAR TABLETS AND EXTENTABS 


Ambar Extentabs: 10 to 12 hours of appetite 
suppression in one controlled-release, ex- 
tended-action tablet 

Methamphetamine hydrochloride . 10.0 mg. 
Phenobarbital (1 gr.) 64.8 me. 
Ambar Tablets for conventional dosage or 
intermittent therapy 

33 meg 
1.6 mg. 


Methamphetamine hydrochloride 
Phenobarbital (% gr.) . ° 


3 
2 


A. H. ROBINS CO., INC, 
Richmond 20, Virginia 
Ethical Pharmaceuticals 


e 1878 


26.268, 3967 
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EASY TO UNWIND 


Just pull gently... and new 
Curity adhesive unwinds easily. ’ 
Clear to the end of the roll. No waste. 


EASY TO APPLY 


Won't tangle when you handle it, 
because new Curity adhesive has proper 
body. And it sticks and stays stuck... 
until you take it off. 


| 


EASY TO REMOVE 


Comes off clean, leaving no sticky 
mass. It’s kind to skin. You can’t put ’ 
a less irritating adhesive 
on a patient. 


ADHESIV 


| (BAUER & BLACK) | 


acre of The Kendall 
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for a lady in a gingerbread house... 


Many an overweight patient finds the urge to —_ sules, however, can help put an end to between- 
eat between meals irresistible. Were she the lady = meal snacking, because one ‘Spansule’ capsule 
of a gingerbread house, she'd be roofless in a _ provides effective appetite control not only at 
matter of days. mealtime but also between meals. 


Your prescription for ‘Dexedrine’ Spansule cap- 


Dexedrine’ Spansule 


dextro-amphetamine sulfate, S.K.F. sustained release capsules, S.K.F. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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One was the tortoise 
... the other, the hare 


for persistence 


of action 
INJECTION 


BICILLIN: 


LONG-ACTING 


Benzathine Penicillin G, Wyeth 
(Dibenzylethylenediamine Dipenicillin G) 


One Injection Prolonged Blood Levels 
600,000 units 16 days! 

1,200,000 units 35 days! 

2,400,000 units 44 days! 


ANS Co 
lo supplant repeated procaine penicillin 


injections: e in the emergency room e in the 
outpatient clinic e on the wards e in the 


This advertisement con- | Wyeth office or home 
R 1, Supporting literature and studies on file in Medical 


forms to the Code for 


Advertising of the Physi- 
Philadelphia 1, Pa. Department, Wyeth Laboratories 


mation on Child Health. 
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THE ORIGINAL TETRACYCLINE PHGBE HATE COMPLEX 
he 
“.--an ultimate replacement for the older tetracycline HCI”’ 


7 


| highly effective 
“4 
| 


improvement 
and an ultimate replacement 
for the older tetracycline 

hydrochloride” ’ 


U.S PAT. N 2.791.609 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


¢ Significant tetracycline serum levels for 24 hours 
on a single intramuscular dose** 


e Faster, higher, more prolonged tetracycline serum levels for 
earlier and more certain control of infection'’?*”” 


e A single, pure antibiotic 
(not a mixture) 


Bristol 


Clinically 


e Equally effective orally, b.i.d. or q.i.d.”” 


e A convenient dosage form for 
every member of the family 


A suitable TETREX 
dosage form for every 
member of the family 


TETREX Capsules 


Tetracycline phosphate 
complex—each capsule 
equivalent to 250 mg 
tetracycline HCI activity 


TETREX 
Pediatric Capsules 
Tetracycline phosphate 
complex—each capsule 
equivalent to 100 mg 
tetracycline HCl activity 


TETREX 
Intramuscular 
250 Mg. 
with Xylocaine* 
Tetracycline phosphate 
complex—each vial equiv 
alent to 250 mg. tetracy- 

cline HCI activity. 


TETREX 
Intramuscular 
100 Mg. 
with Xylocaine * 
Tetracycline phosphate 
complex—each vial equiv 
alent to 100 mg. tetracy- 

cline HCI activity 


of Act 


TETREX Syrup 
Tetracycline (phosphate 
buffered) Syrup — each 
5-cc. tsp. equivalent to 
125 mg. tetracycline HCI 
activity. 


TETREX 
Pediatric Drops 
Tetracycline (phosphate 
buffered) Syrup — each 
cc. equivalent to 100 mg. 
tetracycline HCI activity. 


Available for your 
prescription at all 
leading pharmacies 


Absorption studies show: 


Faster, higher, more prolonged tetracycline serum levels 


Meg./per ml, 


After oral administration— 
SINGLE 250-MG. CAPSULE 


TWO 250-MG. CAPSULES 


28 
2.6 
24 Tetrex 1.8: 
22 | | Tetracycline HCI 
16 
2.0 
18 | 
16 at 
12 
14} 
& 10; 
~ 12 
2 10) = 
8 | 0.6 
6 
04 
4 
2 | 0.2 
Hours 1 2 3 a 6 8 24 Hours 1 


A composite of three separate absorp- 
tion studies: serum levels “substantially 
higher’? or “markedly higher’'? than 
with tetracycline HCI, and absorption 


“about twice as efficient.’’5 


After intramuscular a 


| 

| 

| 
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IN NEWBORN INFANTS 
Median tetracycline serum 
levels following intramuscu- 
lar injection of TETREX in 
newborn infants.6 Dose: 25 
mg./Kg. “Therapeutic” lev- 
els for at least 24 hours. 


Meg./per mi. 


Tetrex 


Tetracycline HCI 


2 3 12 


Average serum levels after adminis- 
tration of a single 500-mg. dose: “ap- 
proximately twice as great” as those 
of a group receiving an equivalent 


dose of tetracycline HCI."! 


dministration— 


Hours 3 


IN YOUNG CHILDREN 
Median tetracycline serum 
levels following intramuscu- 
lar injection of TETREX in 
young children.® Dose: 15 to 
25 mg./Kg. ‘Surprisingly 
high” levels at 3 and 24 hours. 


Mcg./per mi 


Hours |! 3 


24 

IN GERIATRIC PATIENTS 
Average serum levels follow- 
ing intramuscular injection of 
a single 250-mg. dose in geri- 
atric patients.? “Adequate” 
amounts of tetracycline ac- 
tivity present after 24 hours. 
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“,..an improvement 
and an ultimate replacement 
for the older tetracycline 
hydrochloride” 


els 
HC 
THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 
Clinically proven—It has been determined that “blood 
concentrations correlate well with clinical response.”’* In 
clinical studies, the assurance that TETREX “would be 
J [highly] effective in treating infections due to susceptible 
organisms’’!' has been fully confirmed. 
ip- Typically, when TETREX was administered to 686 patients 
nad in two studies, “all patients infected with tetracycline- 
sensitive organisms responded satisfactorily to therapy.” 
A “remarkably low incidence of side reactions”! has been 
reported. In four studies involving 480 patients, for in- 
stance, side effects were so negligible as to require with- 
drawal of therapy in only 2 cases.''’:'° 
BRISTOL LABORATORIES INC., SYRACUSE, NEW YORK 
References: 
1. Cronk, G. A., and Naumann, D. § Ant. Med. & Clin. Ther. 4:166 2 
1957. 2. Cronk, G. A., Naumann, D. E., and Casson, K.: Fifth Annual , 
Symposium on Antibiotics, Washington, D.¢ Oct. 2-4, 1957. 3. Dube, \ 
e A. H.: Ibid. 4, Flippin, H. F., and Eisenberg, G. M.: Antimicrobiai Ther ~ 
apy in Medical Practice, Davis, Philadelphia, 1955, p. 55 5. Kaplan 
iTS M. A., Dickison, H. L., Hubel, K. A., and Buckwalter, F. H Ant. Med 
& Clin. Ther. 4:99, 1957. 6. Portney, B., Draper, T., and Wehrle. P. } 
sllow- Fitth Aunual Symposium on Antibiotics, Washington, D.C., Oct. 2-4, 1957 
: 7. Prigot, A., Shidlovsky, B. A., and Felix, A. J Ant. Med. & Clin. Ther 
ion of 4:487, 1957. 8. Pulaski, E. J., and Isokane, R. K.: Ant. Med. & Clin. Ther 
. 4:408, 1957. 9. Putnam, L. FE Ant. Med. & Clin. Ther. 4:470, 195 
| geri- 10. Rein, C. R., and Fleischmajer, R.: Ant. Med. & Clin. Ther. 4:422, 1957 
“” 11. Shidlovsky, B. A., Prigot, A.. Maynard, A. de I Felix, A. J., and 
vate Hielt-Harvey,. I Fifth Annual on Antibiotics. 
e ac- D.C., Oct. 2-4, 1957. 12. Trafton, H. M., and Lind, H. E.: Ibid. 13. Welch 


H., Lewis, C. N., Staffa, A. W., and Wright. W. W Ant. Med. & Clin 


ours. Ther. 4:215, 1957 


A suitable TETREX 
dosage form for every 
member of the family 


TETREX Capsules 


Tetracycline phosphate 
complex—each capsule 
equivalent to 250 mg 
tetracycline HCl activity 


TETREX 
Pediatric Capsules 
Tetracycline phosphate 
complex—each capsule 
equivalent to 100 mg 
tetracycline HCl activity 


TETREX 
Intramuscular 
250 Mg. 
with Xylocaine* 
Tetracycline phosphate 
complex—each vial equiv 
alent to 250 mg. tetracy- 

cline HCl activity. 


TETREX 
Intramuscular 
100 Mg. 
with Xylocaine* 
Tetracycline phosphate 
complex—each vial equiv 
alent to 100 mg. tetracy- 

cline HCI activity. 


*® of Astro Phorm 


TETREX Syrup 
Tetracycline (phosphate 
buffered) Syrup — each 
5-cc. tsp. equivalent to 
125 mg. tetracycline HCI 
activity. 


TETREX 
Pediatric Drops 


Tetracycline (phosphate 
buffered) Syrup — each 
cc. equivalent to 100 mg. 
tetracycline HCI activity. 


Available for your 
prescription at all 
leading pharmacies 
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holine Chloride 


SUX-CER 


lyophilized 
SUCCINYLCHOLINE CHLORIDE 
SUX-CERT, the newest product in the INCERT® family of addi- 


tives features the pump-type vial and offers these advantages: 
e@ Needs no refrigeration or expiration dating 


e Retains high potency in storage at room temperature 
e@ Requires no needles, no syringes 


e@ Instantly reconstituted in bulk parenteral solutions 


Supplied in sterile additive vials containing 500 mg. and 
1000 mg. expressed as anhydrous succinylcholine chloride. 
ALSO AVAILABLE IN INCERT 


VI-CERT (lyophilized B Vitamins with Vitamin C)—five essential B vitamins and vitamin C. 
INCERT 141—Thiamine HCI 25 mg., Riboflavin 10 mg., Niacinamide 100 mg., Sodium 
Pantothenate 20 mg., Pyridoxine HCI 20 mg., Ascorbic Acid 500 mg. 

POTASSIUM CHLORIDE SOLUTION INCERT T2010—20 mEq. K* and CI~ in 10 cc. sterile 
solution (2 mEq/cc.). INCERT T2020—40 mEq. K* and Ci~ in 12.5 cc. sterile solution 
(3.2 mEq/cc.). 

POTASSIUM PHOSPHATE SOLUTION INCERT 131 — Potassium Phosphate (1.579 gm. 
K2HPO, and 1.639 gm. KH2P0, per 10 cc.). Contains 30 mEq. K* and HPO4= in 10 cc. 
sterile solution. 


CALCIUM LEVULINATE SOLUTION INCERT TS1—Calcium Levulinate, 10% solution, 1.0 
gm. (6.5 mEq. of Calcium) in 10 cc. sterile soiution. 


* 30% IN PREPARATION COST 
SAVE 600% IN PROCESSING TIME 
WITH INCERT SYSTEM 


pharmaceutical products division of 


BAXTER LABORATORIES, INC. 


MORTON GROVE, ILLINOIS 


*Personal C 


Information on request 
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with 
tranquilization... 


MATERNITY || 


do 
problems 
outweigh “Congratulations . . . . It’s a country.” 


benefits ? 


HALABAR eases emotional and skeletal muscle 
tensions, assuring pleasant relaxation. 


No instances of bizarre dreams, 

nasal congestion, skin rash, photosensitization, 
gastric hypersecretion, dryness of mouth, miosis, 
allergic reactions or liver damage have 

been reported. ECONOMICAL for long-term use. 


Halabar 


GENTLE, PREDICTABLE RELAXANT 


Each Halabar tablet (yellow) contains 
butabarbital, 16 mg.; mephenesin, 300 mg. 


Each Halabar No. 2 tablet (green) contains 
butabarbital, 28 mg.; mephenesin, 300 mg. 


DOSAGE: Usually one tablet after meals, 
and at bedtime if needed. 


CARNRICK 


G. W. Carnrick Company/ Newark 4, New Jersey 
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thromboangiitis oblitera 


arlington-funk laboratories 
division of U. S. VITAMIN CORPORATION * 250 East 43r 
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| reduction in swelling and increased walking distance | 


manages both the psychic and somatic symptoms 
relieves emotional stress in the menopause 
treats somatic disturbances due to ovarian decline 


MILTOWN® CONJUGATED ESTROGENS (EQUINE) 


MARK 


A PROVEN ‘aaueumi™’” A PROVEN ESTROGEN 
SUPPLIED: Bottles of 60 tablets. 
EACH TABLET CONTAINS: Miltown® (meprobamate, Wallace) ................0...005 400 mg 
2-methyl-2-n-propyl-1,3-propanediol dicarbamate 
Conjugated Estrogens (equine) ..............cccccececceteees ..0.4 mg. 


DOSAGE: One tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 


CMP-6480-18 QWwartace LABORATORIES, New Brunswick,N.J. Literature and samples on request. 


LINOLE ACID (E ENTIAL UNSATURATED FATTY ACIC An F KINE HC 


Supplies linoleic acid—essential unsaturated fatty acid—to increase the proportion 
of unsaturated fat in the diet; and pyridoxine, considered to be essential for the 
utilization of linoleic acid in the body. 

Significant reduction of elevated blood cholesterol has been demonstrated in pa- 
tients with diagnosed coronary disease and in those who are clinically well but may 
be predisposed to coronary disease.’ 

LINODOXINE EMULSION—for therapy. LINODOXINE CAPSULES (lower in potency) — 
for long-term maintenance. 


1. Van Gasse, J. J., and Miller, R. F.: Current Concepts on the Etiology and Management of Atherosclerosis, Scientific Exhibit, 
American Medical Association Meeting, New York, June 3-5, 1957 


TRADEMARK 


can be useful in the 
management of elevated blood cholesterol 


especially in: 


patients whose 
personal or 
familial history 
suggests a 
hypercholesterolemia yy 
or coronary 4 


patients with 
elevated blood 
pressure 


male patients 
with precordial 
pain 


overweight 
middle-aged 
patients of 
both sexes 


Prager Lapomatories, Division, Chas. Pfizer & Cojpine., Brooklyn 6,.N. Y. 
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all the benefits 


sodium water 


incidence 


Squibb Triamcinolone 
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the first time- 
systemic 
therapy without 


retention; low 
disturbance 


modification of the basic corticoid structure re- 2" these ave the benefits for you 


and your patients: ¢ rapid im- 

sults in e enhanced antiallergic, antirheumatic, symptoms often relieved when 
other glucocorticoids have failed 

* no unnatural euphoria to in- 


anti-inflammatory activity e without sodium OF  cerfere with therapy + low salt 


diet not necessary 


water retention e without troublesome euphoria 4s 
SQUIBB 


Squibb Quality— 


e low incidence of gastric disturbance the Priceless Ingredient 
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SPECIFICALLY 
for petit mal 
and psychomotor seizures 


CELONTIN xapszats 


(methsuximide, Parke-Davis) 


[100 394) 
KAPSEALS HAPSEALS RAPSEALS 
MILONTIN® 


DILANTIN PHELANTIN 


SODIUM 


PARKE DAVIS ACO 


bd 2 

*PARKE, DAVIS & COMPANY 


“4 
| 
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ag prohibits dispensing 
DAVIS & PARKE DAVIS 


Clinical experience!*> indicates that CELONTIN: 

- provides effective control with minimal side effects in the treatment of 
petit mal and psychomotor epilepsy; 

«frequently checks seizures in patients refractory to other medications; 

«has not been observed to increase incidence or severity of grand mal 
attacks in patients with combined petit and grand mal seizures. 
Optimal dosage of CELONTIN should be determined by individual 
needs of each patient. A suggested dosage schedule is one 0.3 Gm. 
Kapseal daily for the first week. If required, dosage may be increased 
thereafter at weekly intervals, by one Kapseal per day for three weeks, 
to maximum total daily dosage of four Kapseals (1.2 Gm.). 


1. Zimmerman, F. T., and Burgemeister, B.: Arch. Neurol. & Psychiat. 72:720, 1954. 
2. Zimmerman, FE. T., and Burgemeister, B.: J.A.M.A. 157:1194, 1955. 
3. Zimmerman, F. T.: Arch. Neurol. & Psychiat. 76:65, 1956. 


the Parke-Davis family of anti-epileptics provides specificity 
and flexibility in treatment for convulsive disorders 
for grand mal and psychomotor seizures 

DILANTIN® Sodium (diphenylhydantoin sodium, Parke-Davis) is supplied in a variety of 
forms —including Kapseals® of 0.03 Gm. and of 0.1 Gm. in bottles of 100 
and 1,000. 

PHELANTIN® Kapseals (Dilantin 100 mg., phenobarbital 30 mg., desoxyephedrine hydro- 

chloride 2.5 mg.), bottles of 100. 
for the petit mal triad 

CELONTIN® Kapseals (methsuximide, Parke-Davis), 0.3 Gm., bottles of 100, 


MILONTIN® Kapseals (phensuximide, Parke-Davis), 0.5 Gm., bottles of 100 and 1,000. 
MILONTIN Suspension, 250 mg. per 4 cc., 16-ounce bottles. 


DETROIT 32, MICHIGAN 
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now... 


unprecedented 
Sulfa 


New authoritative studies show that KYNEX 
dosage can be reduced even further than that 
recommended earlier. Now, clinical evidence 
has established that a single (0.5 Gm.) tablet 
maintains therapeutic blood levels extending 
beyond 24 hours. Still more proof that KYNEX 
stands alone in sulfa performance — 


e Lowest Oral Dose In Sulfa History—0.5 Gm. 
(1 tablet) daily in the usual patient for main- 
tenance of therapeutic blood levels 


e Higher Solubility—effective blood concentra- 
tions within an hour or two 


e Effective Antibacterial Range—exceptional 
effectiveness in urinary tract infections 


e Convenience—the low dose of 0.5 Gm. (1 tab- 
let) per day offers optimum convenience and 
acceptance to patients 


SULFAMETHOXYPYRIDAZINE LEDERLE 


NEW DOSAGE 

The recommended adult dose is 1 Gm. (2 tab- 
lets or 4 teaspoonfuls of syrup) the first day, 
followed by 0.5 Gm. (1 tablet or 2 teaspoonfuls 
of syrup) every day thereafter, or 1 Gm. every 
other day for mild to moderate infections. In 
severe infections where prompt, high blood 
levels are indicated, the initial dose should be 
2 Gm. followed by 0.5 Gm. every 24 hours. 
Dosage in children, according to weight; i.e., 
a 40 lb. child should receive 14 of the adult 
dosage. It is reeommended that these dosages 
not be exceeded. 

Tablets: 


Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxy- 
pyridazine. Bottles of 24 and 100 tablets. 


Syrup: 


Each teaspoonful (5 cc.) of caramel-flavored syrup contains 
250 mg. of sulfamethoxypyridazine. Bottle of 4 fi. oz. 


1Nichols, R. L. and Finland, M.: J. Clin. Med. 49:410, 1957. 
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LILLY AND COMPANY 


ANTIBIOTIC 
FAR IE MOST 
PREVALENT 
INFECTIONS 


the bactericidal action makes the difference 


In addition to rapid clinical response, 
‘Ilotycin’ provides the important advan- 
tages that only a bactericidal antibiotic 
can give you. ‘Ilotycin’ effectively elimi- 
nates strep. carrier states, directly kills 
pathogens to prevent the emergence of 
resistant strains, and offers maximum as- 


surance against spread of infection. 


Also consider ‘Ilotycin’ for well-toler- 
ated therapy. Allergic reactions following 
systemic treatment are rare. Bacterial 
flora of the intestine is not significantly 
disturbed. 

Usual adult dosage is 250 mg. every six 
hours. 


*llotycin’ (Erythromycin, Lilly) 
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OF THE INFANT WITH CONGENITAL SUBLUXATION OF THE HIP 


Paul C. Colonna, M.D., Philadelphia 


HE CASES of 45 infants presenting clini- 

cal or roentgenographic evidence sug- 

gesting congenital dysplasia of one or 

both hips ‘have been reviewed from our 
records at the Hospital of the University of 
Pennsylvania during the past five vears. Fifty-two 
hips were involved. In this group were 7 infants 
presenting dislocation and 38 presenting sub- 
luxation. This review has been limited to those 
under 18 months of age, all of whom have been 
treated conservatively by splints or plasters. In the 
total series there were 39 girls and 6 boys. The right 
hip only was involved in 11 infants, the left hip 
only in 27, and in 7 the involvement was bilateral. 
In the total series, at the beginning, 35 patients 
were 6 months of age or under, and 10 were be- 
tween 6 and 18 months old. 

Dorland’s medical dictionary defines dysplasia 
as an “abnormality of development,” but in the 
current literature the term has been used loosely 
to indicate subluxation and/or dislocation. Patients 
who presented a true dislocation have not been 
included in this study. Dysplasia, as defined, would 
include any abnormality of hip development. We 
have a few cases showing a wide variation in 
epiphysial development also, but this study is main- 
ly devoted to the problem of congenital subluxa- 
tion of the hip. Dysplasia is the result of an 
interruption of the normal growth forces of the hip 


A special study with reference to subluxa- 
tion was made of 52 hip joints in 45 infants 
dresenting evidence of congenital dysplasia. 
[he diagnosis of subluxation was made in 35 
infants under the age of 6 months. Much un- 
certainty and confusion was found in pub- 
lished information about dysplasia, presub- 
luxations, subluxations, and dislocations, 
especially about subluxations treated in chil- 
dren under 18 months of age. Early diagnosis, 
based on clinical features and roentgeno- 
grams, is important because it permits early 
treatment. Surgery for subluxation of the hip 
is very rarely necessary in the child under one 
year of age. In the present series abduction 
braces permitted the replacement of the 
femoral head in its proper position and re- 
tained it there. The results were excellent in 
32 of the 35 cases 


joint as a whole. At what period this may begin is 
not known, but the interruption could be familial 
and genetic in many cases, possibly hormonal in 
others, and mechanical in some. All dysplasia of 
the hip cannot be explained as resulting from only 
one tactor. 


Read before the Section on Orthopedic Surgery at the 106th Annual Meeting of the American Medical Association. New York, June 6, 1957 
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CONGENITAL SUBLUXATION—COLONNA 


Signs Characteristic of Subluxation 


A clear-cut differentiation between the terms 
subluxation and luxation in describing dysplasia of 
the hip was made some years ago by Leveuf. His 
method of differentiation by the use of arthrog- 
raphy is probably a sound one, but in very few of 
our cases was arthrography utilized. Leveuf’s dia- 
gram ' (fig. 1) makes the differentiation clear, and 


Fig. 1.—Leveuf’s diagram showing essential differences 
between luxation and subluxation. 


he expressed the difference as follows: “In subluxa- 
tions the limbus is forced upward and inward 
towards the iliac fossa, whereas in luxations the 
limbus is forced downward towards the acetabu- 
lum.” This would appear to be true. Rarely does a 
case begin as congenital subluxation and change 
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into a true luxation. On the other hand, I have 
watched a number of cases of subluxation remain 
subluxation over the years. Figure 2 shows results 
in patients after a long follow-up, without any 
treatment having been instituted for the subluxa- 
tion. The head in one case (fig. 2, left) shows no 
arthritic change, due to young age, but in the other 
(fig. 2, right) there is marked arthritic change. In 
both, the relationship of the femoral head and 
acetabulum remains unchanged, and this is thought 
to be the rule rather than the exception. 

In the present study 35 infants under 6 months 
of age were given a diagnosis of subluxation, many 
of them within the first 3 months of life. A review 
of certain clinical and roentgenographic features 
in these young patients will be discussed, with a 
brief discussion of the characteristic features of 
luxations which have standard criteria clinically 
and roentgenologically and are also often accom- 
panied by other congenital anomalies. In the pre- 
subluxations, sometimes called subluxations, early 
reduction and retention of the reduced hip deep 
into the floor of the inadequately developed ace- 
tabulum give a high percentage of successful cures. 
Statistical reports on this type of dysplasia, afte: 
early treatment, show a much higher percentage of 
hips that are normal functionally and anatomically 
than of those with luxations. 

The characteristic features of such conditions in 
infants have been well reviewed by other writers, 
and limitation in abduction and asymmetry of the 
thigh folds are so frequently sought today by pedia- 
tricians that undoubtedly these signs have become 


Fig. 2.—Left, subluxation under observation over 20 years. Relationship of head to acetabulum remains unchanged. Right, 
subluxation, in another patient, untreated for 45 years. Patient was extremely disabled. 
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widespread knowledge. One must remember, 
however, that these signs alone are not pathog- 
nomonic signs for subluxations. The Ortolani 
“click” is probably the most frequent finding in 
early dislocations and in certain subluxations, but 
absence of this sign in otherwise definite cases of 
subluxation does not rule out subluxation. Certainly 
if the telescoping sign, as shown in figure 3, is 
present, it is more likely to be caused by a true 
dislocation than a subluxation. We have, in these 
15 cases reviewed, tried to search for the most 
common and the most frequent clinical signs. 

This brings up for consideration the work that is 
being carried on and has been in part published by 
Caffey and his co-workers * on the congenital dys- 
plasias. These observers, as indicated by their writ- 
ings and observations, feel that many cases have 
been erroneously diagnosed as subluxations or dis- 
locations and that without any treatment whatso- 
ever time has shown that many of these clinical 
features occur in normal hips. These observers 
have to date examined about 5,000 babies and have 
given special attention to the question of hip dys- 
plasia; they point out that in this number of infants 
routinely examined, less than half a dozen dysplastic 
hips have been found, although many of these 
babies possessed clinical features ordinarily recog- 
nized as definite stigmata of dysplasia. They do not 
differentiate between dislocations and subluxations 
very clearly but express surprise at the small num- 
ber of truly abnormal hips. The small number of 
dysplastic hips found by these authors is not sur- 
prising, for the condition is not a common one in 
the population at large, and the Ortolani “click” is 
not present in many known subluxations and not in 
all dislocations. 

In a cross section of the population at large, it is 
difficult to arrive at the percentage of dysplastic 
hips. However, there is an interesting observation 
by Von Rosen * who reviewed a study made in the 
city of Malmé, Sweden. Approximately 12,000 
babies were examined, and in only 17 hips was the 
Ortolani “click” demonstrated. Occurrence of con- 
genital dislocation of the hip varies considerably in 
different countries or localities, and in certain Euro- 
pean countries dysplasia is more frequently found 
than in the United States. Whether the number of 
congenital subluxations is greater or less than the 
number of dislocations has not been reported as 
far as is known. Hart® states that congenital dys- 
plasia of the hip can be and should be recognized 
in the first six months of life, that is, before weight 
bearing. Therefore, if an occasional suspected case 
is mistakenly treated by braces or plaster for a few 
months for congenital subluxation or dislocation, 
no great harm has been done. If, however, even a 
few of the true dysplasias are neglected or not 
recognized, permanent fixed deformities will result 
and a greater or lesser degree of disability will 
occur in later life. 
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In this study, mention should be made of the 
frequent finding of associated congenital stigmata 
in dysplasia of the hips, particularly metatarsus 
adductus of one or both feet and calcaneovalgoca- 
vus and calcaneus, even though in the majority of 
cases the delivery of the infant was normal. In only 
three cases was the infant delivered by breech pres- 
entation. In six cases there was a clear-cut history 
of a familial dysplasia in a parent, aunt, uncle, 
brother, or sister, and in over one-half of the cases 
the patient was the result of the first or second 
pregnancy. Most of these children, when they be- 
gan weight bearing, were fitted with shoe wedge 
correction, for they nearly all had pronation of their 
feet. Avascular necrosis occurred in five of the 
patients without any apparent relationship to the 


Fig. 3.—Telescoping sign in dysplasia of hip. It is frequent- 
ly, but not always, demonstrable. 


kind of hip support employed, but three of these 
went on to revascularize. Four of the five patients 
with dysplasia were treated late (9 to 10 months), 
and one had a definite dislocation. 

Many of our concepts arrived at by studying 
dislocation underwent some revision when we 
studied subluxations. The well-known Putti ® triad, 
which is upward displacement of the upper end of 
the femur, a sloping acetabular roof, and a poorly 
developed epiphysial nucleus, is based on luxa- 
tions rather than subluxations. While we should 
study and can obtain a good deal of information 
from the roentgenograms, one would feel that the 
three legs of this tripod should not be necessary to 


718 


make a diagnosis of subluxation, whereas they are 
pathognomonic of dislocations. Rarely in the pa- 
tient with congenital subluxation of the hip does 
one see in the roentgenogram a measurable degree 
of upward or lateral displacement of the upper end 
of the femur, whereas that is frequently so in the 
dislocation. The sloping acetabular roof is undoubt- 
edly one of the common findings suggestive of a 
subluxation, but, regarding the degree of this 
acetabular roof, it must be recognized that it pre- 
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picious of a dysplasia if it measures more than 
35 degrees, and in the next three months, i. e., in 
the first six-month period of life, it should not be 
more than 25 degrees. It is always wise to follow 
up infants 6 to 12 months old who show an ace- 
tabular index of more than 25 degrees. 

We have made no effort to determine the femoral 
neck torsion in these subluxated hips. Dunlap and 
others’ found in 16 normal children, between 3 
to 8 months old. an average torsion of 31 degrees, 


Fig. 4.-Top, roentgenograms demonstrating that upper femoral epiphysis may appear at as early as age 2 months. Bottom, 
roentgenograms demonstrating femoral epiphysis sometimes not visible until age 8 months. 


sents marked variations and that it is rather hazard- 
ous to give specific degrees indicative of subluxa- 
tion. 

The so-called acetabular index is important to 
note. What the degree should be in the normal 
and abnormal hip at different ages in the infant's 
development is hard to say. Probably there is a 
wide normal difference. However, it is particularly 
helpful if the dysplasia is unilateral, for then one 
has the opposite hip for a control. Within the first 
three months after birth one should be very sus- 


and in 29 patients with 40 dislocations the average 
torsion was 51 degrees, but the age here was not 
listed. Other observers,” studying this in infants who 
had not begun to walk, found no femoral torsion 
exceeding 40 degrees. So we may assume that little 
if any abnormal torsion is found in infancy in the 
age group we are discussing. 

The femoral nucleus in the normal hip should be 
visible in the first three months of life. In patients 
with subluxations and dislocations we do not ordi- 
narily find it in the first three months of life, but we 
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have seen it appear at as early as 2 months and even 
later than 8 months of postnatal life (fig. 4), for there 
is a wide variation. A few of these patients have 
shown two nuclei composing the head, and, as the 
child develops, these fuse into one and appear nor- 
mal in size and shape. The Hilgenreiner chart, as 
shown by the diagram (fig. 5) from Bost’s ° article, 
is of some help but is not particularly applicable to 
the subluxations found in the newborn infant. 


Treatment for Subluxation 


In this study we have employed the principle, 
enunciated by Putti many vears ago, that the use of 
gradual abduction is the method of choice in cor- 
recting congenital subluxation of the hips. We have 
used the Freijka splint and various types of metal 
abduction splints, without any strong preference 
for any particular abduction splint. The most fre- 
quently used (fig. 6), however, and a satisfactory 


Fig. 5.—Hilgenreiner chart.” 


and modified by 
some vears ago. This is a simple splint 


one, was devised by Carruthers ' 
Freiberg *' 
which has the advantage of allowing full right- 
angled abduction and external rotation to be grad- 
ually accomplished. It can be enlarged at both 
thigh areas and lengthened so that it fits the grow- 
ing child. The degree of abduction can easily be 
controlled by tightening the side leather straps. 
X-rays will show the essential feature of forcing 
the femoral head deep into the socket and retaining 
it against the floor of the acetabulum, permitting 
the adequate roof to develop when relieved of the 
head pressure against the limbus (fig. 7). 

The tiine interval that this requires has varied in 
inis study from a few months in the mild cases to 
as long as 24 months in one case. The roentgeno- 
gram and not the calendar must be the yardstick 
for measuring the time necessary for retaining the 
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head in the reduced position. The majority of these 
infants continued to use night abduction splints for 
a few months after it was felt wise to discard the 
round-the-clock braces. Of the 38 patients with 


subluxations, all but 2 finally had functionally and 
anatomically normal hips, resulting in 91.7% of the 
hips being in excellent condition and 8.5% as fail- 


ures that may later need open operation. 


Fig. 7.—Femoral heads forced down deep in acetabulum 


while patient wears effective abduction splint. 


Sir Harry Platt has recently stated that the re- 
vival of the open method of treating congenital 
dislocation of the hip in young children has been 
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based on the growing dissatisfaction with the re- 
sults of closed reduction. But it seems that Platt is 
primarily referring to luxations and not to the sub- 
luxations seen in infancy, and this is a necessary 
distinction that must be made before the above 
conclusion is drawn. For many years it has been an 
established fact that the best period for treating 
dislocations is before the patient is 3 years of age, 
but if we attempt to find statistics on subluxations 
treated in patients under 18 months of age, we are 
confronted with inadequate reports. One of the 
principal exponents of the early recognition and 
early institution of adequate treatment has been 
Hart. His report and others '* convince one that 
the younger the age at which the infant with sub- 
luxation can start adequate treatment, the better 
the results that can be anticipated. An open opera- 
tion is very rarely needed when patients are treated. 
at this early age. 
Conclusions 


Early recognition of the signs that are character- 
istic of dysplasia is important. Subluxations and 
dislocations can and should be differentiated and 
diagnosed, in most instances, by their clinical fea- 
tures, and roentgenograms should be made within 
the first three to six months of the infant's life. The 
general practitioner and pediatrician should be 
alert to the characteristic signs. Early recognition 
accompanied by early treatment with abduction 
support will enable the physician to assure the 
parents a very high percentage of normal function- 
ing hips in the subluxations but a much lower per- 
centage in the frank luxations. In our small series 
of subluxations we have had 91.7% excellent re- 
sults. Operative treatment is practically never indi- 
cated in the child under one year of age. The results 
are so splendid with abduction braces which permit 
replacement of the displaced head and retain it in 
its proper position that early infancy can be re- 
garded as the “golden age” for the restoration of 
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normal function and restoration of anatomic con- 
figuration. By a single anteroposterior roentgeno- 
gram, the position and progress of the hip can be 
determined. 


3400 Spruce St. 
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HE SCHOOL OF PUBLIC HEALTH.—The concept of public health has under- 
gone great changes in recent years. The conquest, or near conquest, of many 
traditional public health hazards has inevitably resulted in the shifting of em- 


phasis in the responsibilities of the practitioners of public health. . 


. . There is at 


present no general agreement as to what should be the scope of formal public health 


programs at the local, state, national, or even international levels. . 


More than 


ever before the efficient operation of a health program requires teamwork in which 
many professional and technical skills must be combined and coordinated. . . . The 
role of the graduate school of public health in this new and complex concept of the 


science is threefold: education, research, and public service. 


The graduate 


schools of public health stand ready to cooperate with the operating health agencies 
to the maximum of their ability and resources in planning, teaching, research, and 
community service.—E. L. Stebbins, M.D., Contribution of the Graduate School of 
Public Health—Plans for the Future, American Journal of Public Health and the 


Nation’s Health, December, 1957. 
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UROFLOMETRIC OBSERVATIONS IN GYNECOLOGIC PATIENTS 


Walter P. Peter, M.D. 


Willard M. Drake Jr., M.D., Camden, N. J. 


For years urologists, gynecologists, physiologists, 


and others have sought a method for studying the 


vesicourethal mechanism. Muellner’ has shown 
by cystometric studies in pregnant women that 
there is marked decrease in bladder tone and an 
increase in bladder capacity beginning the fourth 
month. The greatest change occurs between the 
sixth and ninth months. The puerperium is also 
marked by a period of bladder atony and increased 
bladder capacity. A reversal of these changes oc- 
curs at the end of six weeks. Muellner also studied 
women with exertional incontinence who had 
cystoceles, prolapsed uteri, and lacerations of the 
perineum. He compared these with a control o1 
continent group and found normal cystoscopic and 
cystometric findings in both. 

Hodgkinson,’ using a metallic bead chain, modi- 
fied urethrocystographic technique to determine 
the urethrovesicopubic relationships in women. 
Studying parous and nonparous patients, and pa- 
tients with uterovaginal prolapse and urinary stress 
incontinence, he found the urethrovesicopubic re- 
lationships were dependent on various supports, 
the first one being the contiguous structures and 
the second the levator ani muscle group. These 
various supports were altered in the different 
groups, causing an alteration of the position of the 
bladder and vesical neck in such conditions as 
stress incontinence. 

Bowers * and co-workers studied patients treated 
by vaginal hysterectomies preoperatively and _post- 
operatively by means of cystometrograms. They 
concluded that there was temporary postoperative 
atony of the detrusor muscle returning to normal 
in five to seven days. (Their illustrations fail to 
support this idea.) They also concluded that the 
capacity of the bladder is reduced postoperatively 
and that urinary retention and voiding difficulties 
are closely associated to vesical neck obstruction, 
such as surgical overcorrection, urethral edema, 
and sphincter spasm. 

One of us,* using a uroflometer, determined that 
normal males should be able to void at a rate of 
more than 20 ce. per second if a volume of 200 cc 
of urine is passed. This rate is decreased in condi- 
tions producing increase in urethral resistance or 
decrease in bladder muscle contractility. We felt a 
similar study of women should be made. 


Read before the Section on Obstetrics and Gynecology at the 106th 
Annual Meeting of the American Medical Association, New York, 
June 5, 1957. 


Graphic records obtained during the proc- 
ess of urination were analyzed especially 
with regard to the maximum rate of dis- 
charge (in cubic centimeters per second) 
from the bladder. Records obtained from 70 
nonpregnant and 455 pregnant women led 
to the conclusion that inability to retain 200 
cc. of urine in the bladder or to attain a rate 
of discharge of at least 20 cc. per second at 
some time during urination indicates vesi- 
courethral malfunction. Most women re- 
mained normal by this criterion throughout 
pregnancy, and more than 77% were found 
to be so six weeks post partum. The ab- 
normal rates of flow associated with such 
conditions as cystocele are illustrated by 
seven case histories. This method of study is 
helpful for diagnosis and also for determining 
the effectiveness of treatment. 


Materials and Method 


The uroflometer (fig. 1) is a device used to 
measure the rate of flow of urine in terms of cubic 
centimeters per second as it passed per urethram. 
The weight of the urine is recorded on a constant 
speed kymograph. The maximum rate of flow and 
the amount of urine voided is estimated by means 


Bow: Adjest ment 


Funnel—> 


Constant Speed 


Beaker» Kymograph 


Suppert for Beaker 


Weight 


Fig. 1.—Uroflometer: basically a balance with the fulcrum 
immediately beneath its suspension. Urine is collected in 
funnel and directed into beaker. Increasing weight of beaker 
depresses arm on left, causing weight at bottom to swing to 
right and upward, moving recording pencil across paper of 
constant speed kymograph, producing a line which we call 
a uroflogram. Paper on kymograph moves in vertical direc- 
tion and uses adding machine tape. 
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of a template (fig. 2). Low values are expected in 
cases of increased urethral resistance or detrusor 
muscle weakness. Seventy normal women, 455 
pregnant women, and 42 women with gynecologic 
disease were studied. 


a 45 40 35 30 25 


/ 
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20 
Seconds 


Fig. 2.—a, reproduction of template, made of clear plastic 
and used to interpret uroflogram. Volume of urine is esti- 
mated vertically in cubic centimeters, and the time is 
measured horizontally in seconds. Lines superimposed on 
grid represent rates in terms of cubic centimeters per second 
according to numbers shown. Interpolation is used for rates 
between numbers shown. b, uroflogram. Template is super- 
imposed over uroflogram and maximum rate of flow and 
voluine passed is estimated. 


Observations 


Tabie 1 shows a breakdown of the recordings of 
70 supposedly normal adult women. The maximum 
rates of How for voids above 200 cc. average about 
25 ce. per second. Rates for voids of less than 200 
ce. are so variable as to be considered unreliable. 


Tasie 1.—Uroflometric Readings of Seventy Normal Women 


Amount 
of Void, 
Ce. 


Ce. per See 


No. of Charts Low Median High 


100-199 
200-299 
300-399 
400-499 


Our attention was then turned to pregnant wom- 
en. It was felt that lower than normal rates would 
be found in these patients secondary to their vesical 
atony. Table 2 shows a breakdown of these record- 
ings for 455 patients divided into four groups: first 
trimester, second trimester, third trimester, and six 
weeks post partum. It is observed that, as in the 
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nonpregnant women, most readings for voids of 
200 cc. or more are 20 cc. per second or more. The 
actual percentages are shown in table 3. As can be 
seen there is a definite majority of both pregnant, 
postpartum, and normal women whose voiding 
rates are 20 cc. per second or better. The lowest 
percentage occurs in the postpartum group. This 
bears out the impression of Muellner. The assump- 
tion is made that, as in men, the dividing line be- 
tween normal and abnormal rates is 20 cc. per 
second for a void of 200 cc. 

Studies were next made preoperatively, 10 days 
postoperatively, and three months postoperatively 
on 42 women suffering from uterine disease, uterine 


TaBLeE 2.—Uroflometric Readings of 455 Pregnant Women 
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prolapse, cystocele, rectocele, enterocele, and stress 
incontinence. There were 12 women with uterine 
disease who were treated by abdominal hysterec- 
tomy. Uroflograms show no deviation from normal 
rates. However, women with uterine prolapse, 
stress incontinence, cystocele, rectocele, and en- 
terocele, of which there were 30, show deviations 
both before and after surgery. The following cases 
are presented to illustrate these changes: 

Case 1.—Figure 3a shows the uroflograms produced by a 
36-year-old, gravida 6, para 6 woman with a diagnosis of 
chronic cervicitis, cystocele, rectocele, enterocele, and uter- 
ine prolapse. She had symptoms of backache and _ pelvic 
pressure. These were improved postoperatively. Her surgical 
treatment consisted of a Manchester hysteropexy, amputa- 
tion of the cervix, and anterior and posterior colporrhaphy. 
Curve “A” reveals a double void of 500 cc. with a rate of 
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18 cc. per second; curve “B” taken 10 days postoperatively 
shows a void of 200 cc. at a rate of 6 cc. per second; and 
curve “C” made three months postoperatively shows a void 
of 500 cc. at a rate of 45 cc. per second. 

Case 2.—Figure 3h illustrates uroflograms produced by a 
44-year-old, gravida 0, para 0 woman with a diagnosis of 
stress incontinence, cystocele, rectocele, and uterine prolapse 
Symptoms he fore ope ration were frequé ney every two hours 
nocturia two times, marked stress incontinence, and pelvic 
pressure. Treatment consisted of dilatation and curettage, 
vaginal hysterectomy, and anterior and posterior colporrha- 
phy. After operation her symptoms were only slightly im- 
proved. Curve “A” reveals a void of 350 cc. at a rate of 


16 cc. per second, and curve “C” a void of 250 cc. at a rate 


of 30 cc. per second 


These two patients show low rates prior to sur- 
gery and improved rates after surgery. 


Case 3.—Uroflograms of figure 4a were produced by a 
46-year-old, gravida 6, para 5 woman with a diagnosis of 
chronic cervicitis, cystocele, rectocele, and uterine prolapse. 
She had had a vaginal plastic operation 12 years before, 
which broke down after vaginal delivery. She suffered from 
marked stress incontinence and backache. These were all 
corrected by dilatation and curettage, amputation of the 
cervix, Manchester hysteropexy, and anterior and posterior 
colporrhaphy. Curve “A” shows a void of 400 cc. at a rate 
ot 10 cc per second: curve “B” a void of 300 cc. at a rate 


laste 3.—Percentage of Voids at Rates of Twenty Cubi: 
Centimeters or Better in Pregnancy 


of 15 cc. per second; and curve “C” a void of 500 ce. at a 
rate of 15 cc. per second. A repeat uroflometric examination 
eight months postoperatively reveals a rate of 18 cc. per 
second for a void of 475 cc. A cystometric study performed 


eight months postoperatively shows a hypotonic bladder. 


Case 4.- 
old, gravida 5, para 5 woman with a diagnosis of uterine 


Figure 4b shows curves produced by a 36-year- 


prolapse, cystocele, rectocele, enterocele, and chronic cervi- 
citis. She suffered from frequency, nocturia two times, pelvic 
pressure, and backache. Postoperatively all her symptoms 
were improved. Treatment consisted of dilatation and curet- 
tage, vaginal hysterectomy, and anterior and _ posterior 
colporrhaphy. Curve “A” reveals a void of 375 ce. at a rate 
of 25 ce. per second; curve “B” shows a void of 150 cc. at a 
rate of 5 cc. per second; and curve “C” a void of 280 cc, 


at a rate of 20 cc. per second. 


As indicated by the uroflograms, these two wom- 
en were not improved or made much worse by 
surgery. 

Case 5.—A 68-year-old, gravida 2, para 2 woman with 
uterine prolapse, cystocele, and rectocele produced curves 
shown in figure 5a. Her symptoms were pelvic pressure and 
backache. The backache was worse three months postopera- 
tively. She was treated by dilatation and curettage, Man- 
chester hysteropexy, and anterior and posterior colporrhaphy. 
Curve “A” reveals a void of 440 cc. at a rate of 25 cc. per 
second; curve “B” (not shown in figure) a void of 90 cc. at 
a rate of 5 cc. per second; and curve “C” a void of 250 cc. 
ata rate of 10 cc. per second. 
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Case 6.—A 41-year-old, gravida 2, para 2 woman with the 
diagnosis of chronic cervicitis, uterine prolapse, cystocele, 
and rectocele produced curves shown in figure 5b. Her 
symptoms were frequency, nocturia two times, pelvic pres- 
sure, and backache. These symptoms were completely re- 
lieved postoperatively. She was treated by dilatation and 
curettage, vaginal hysterectomy, and anterior and posterior 


colporrhaphy. Curve “A” shows a void of 50 cc. at a rate of 


A 


Fig. 3.—a, uroflograms of patient in case 1. b, uroflograms 
of patient in case 2. Curve A represents preoperative trac- 
ing, curve B, 10 days postoperatively, and curve C, three 


months postoperative ly 


5 cc. per second; curve “B” a void of 150 cc. at a rate of 
"a void of 275 cc. at a rate 


6 cc. per second; and curve “C 
ot S cc pe r second. 


A 


Fig. 4.—a, uroflograms of patient in case 3. b, uroflograms 
of patient in case 4. These show equivocal changes. Curve A 
is tracing preoperatively, curve B, 10 days postoperatively, 
and curve C, three months postoperatively. Rate for patient 
in case 3 improved from 10 cc. per second to 18 cc. per 
second. The rate for patient in case 4 decreased from 25 cc. 
per second to 20 cc. per second. 


Case 7.—Figure 6a reproduces uroflograms of a 42-year- 
old, gravida 10, para 8 woman with stress incontinence, 
cystocele, rectocele, and uterine prolapse. Her symptoms 
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were frequency, nocturia two times, stress incontinence, 
pelvic pressure, suprapubic pain, and backache. These symp- 
toms were all relieved except her nocturia, which was in- 
creased to three times. She was treated by dilatation and 
curettage, vaginal hysterectomy, and anterior and posterior 
colporrhaphy. Cystometric examination (fig. 6b) before 
operation shows a desire to void at 300 cc., fulness at 450 
ce., pain beginning at 500 cc., and pain at 550 cc. Attempt 
to void without strain is shown at “X.” Attempt to void 
with strain is shown at “Y.” The patient was unable to void 
for 21 days postoperatively. Curve “A” shows a void of 
350 cc. at a rate of 16 cc. per second; curve “C” shows a 
void of 156 cc. at a rate of 15 cc. per second. 

The low rates obtained in case 6 and in case 3 
are expected in view of the hypotonic bladders. 

Comment.—According to urofiometric values of 
these patients upon whom vaginal hysterectomies 
and anterior and posterior colporrhaphies were 
performed, three are normal and nine abnormal 
preoperatively, and six are normal and six abnormal 
postoperatively. Symptomatically, 11 are improved 
and one slightly improved. 

Likewise, of patients upon whom plastic repairs 
were performed, nine are normal and nine ab- 
normal preoperatively, with no change in distribu- 
tion postoperatively. However, on an individual 
basis the values of five show improvement and 
seven show no improvement, while the values of 
six decrease in rate. Of these, 14 are symptomati- 
cally improved, 3 slightly improved, and one worse. 


Fig. 5.—a, uroflograms showing marked decrease in voiding 
ability between preoperative tracing A and _ postoperative 
tracing C of patient in case 5. b, uroflograms A and B for 
voids of 50 and 150 cc. Although showing low rates, they 
are considered unreliable because of volume of less than 
200 ce. However, abnormality exists, because patient was 
unable to void greater volume. Uroflogram C, although of 
reliable volume, still shows low rate of 8 cc. per second 
three months postoperatively. 


Conclusions 


We conclude that the use of the uroflometer is 
helpful in studying bladder urethral physiology 
and gives a quantitative estimate of voiding ability. 
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We believe that, by its use, the gynecologist can 
more carefully estimate the results of surgical cor- 
rection on bladder function. This is accomplished 
without instrumentation or x-rays, and because of 
its ease of performance can be repeated. as fre- 
quently as desired to follow any changes which 
may occur as a result of treatment, passage of time, 


or psychological influences. 


a 


Fig. 6.—a, uroflograms of patient in case 7. b, cystometric 
tracing of same patient. 


We believe that a void of 200 cc. is necessary to 
make the test reliable and that a rate of 20 cc. per 
second or better is normal. We believe that, if the 
patient is unable to retain 200 cc. in the bladder, 
this failure is just as indicative of malfunction as a 
rate of less than 20 cc. per second for a void of 
200 cc. We recommend this method of study as a 
screening test to discover a poorly functioning 
bladder urethral mechanism, and as a means for 
estimating the effectiveness of treatment, whether 
medical or surgical. 

Drs. G. B. German and H. P. Shipps and other members 
of the obstetric and gynecologic staff of the Cooper Hospital, 
Camden, N. J., gave permission to use both private and 
clinic patients for the purposes of this study. Helen J. Drake 
and Ruth M. Taylor gave technical assistance in the prepara- 
tion of this study. 
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BEDSIDE CLUES IN THE DIAGNOSIS OF CARDIOVASCULAR DISEASE 


EXAMINATION WITHOUT INSTRUMENTATION 


Jacob J. Silverman, M.D., Staten Island, N. Y. 


There are few fields of medicine in which a care- 
ful physical examination is more rewarding than in 
heart disease. Too often the student is in a rush to 
use the stethoscope or some complicated gadget 
without first developing the art of diagnosing with 
his eves and fingertips. Simple inspection of the 
skin, for example, often yields an extraordinary 
amount of cardiovascular information.’ It is not 
sufficiently appreciated that there are times when 
a gallop is better felt and seen than heard. 

This is not to decry the value and undisputed im- 
portance of the stethoscope, electrocardiogram, or 
any other mechanical aid. No laboratory procedure 
or technical device, however, will ever replace care- 
ful old-fashioned observation at the bedside. Instru- 
ments of precision are supplements, not substitutes, 
for clinical observation. Moreover, in these days of 
high cost for medical care it is much less expensive 
to arrive at a diagnosis by a skillful physical ex- 
amination than by a costly array of negative labora- 
tory findings. It is the purpose of this paper to 
describe a number of diagnostic cardiovascular 
clues easily observed at the bedside, without re- 
course to instruments. 


Congestive Heart Failure 


Inspection of the neck veins takes only a few 
minutes and is of supreme importance in the eval- 
uation of congestive heart failure. As a bedside 
method for detecting and estimating an elevated 
systemic venous pressure it is unsurpassed. Neck 
vein inspection should always be conducted under 
proper lighting. The light, preferably from a flash- 
light in a darkened room, should shine tangentially 
across rather than directly at the neck. The patient 
should be in a vertical or semirecumbent position 
of 45 degrees. The head should be slightly rotated. 
Normally in this posture the cervical veins are 
empty and pulseless. In congestive heart failure the 
jugular veins are characteristically distended and, 
depending on the degree of venous hypertension, 
a conspicuous venous pulsation is observed. The 
uppermost level of this pulsation may reach the 
lobe of the ear and even higher. The vertical dis- 
tance from the upper border of the clavicle to the 
uppermost point of pulsation represents the meas- 
urable increase in venous pressure. It should be 
emphasized that the key to venous pressure meas- 
urement in the neck is the identification of the 
“jugular meniscus,” that is, the highest level of the 
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A careful physical examination is particu- 
larly rewarding in cases of heart disease, be- 
cause in these days of high cost of medical 
care it will occasionally obviate the need for 
some costly laboratory procedures. Conges- 
tive heart failure, left ventricular hypertrophy, 
right ventricular hypertrophy, congenital 
heart disease, pericardial effusion, constric- 
tive pericarditis, valvular disease, saccular 
and dissecting aneurysms of the aorta, 
cardiac aneurysms, carotid artery occlusion, 
pulmonary embolism, and postural syndromes 
are accompanied by various clues that are 
of basic diagnostic importance. Inspection, 
palpation, and percussion should precede 
the use of the stethoscope and electrocardio- 
graph and should determine what laboratory 
procedures are advisable. An extraordinary 
amount of cardiovascular information is 
available to any practitioner at the bedside 
by the skillful use of his eyes and fingers 


rise and collapse of the jugular pulse. Occasionally 
a dilated, but not pulsating, jugular vein is a normal 
finding. 

Venous pulsations in the neck are frequently mis- 
taken for arterial. Arterial pulsations are sharp, 
abrupt, and always palpable. Posture hardly affects 
arterial pulsations. Venous pulsations, on the other 
hand, are more diffuse, less easily palpable, and 
greatly influenced by alterations in posture, respira- 
tion, or abdominal pressure. If the jugulars are com- 
pressed, venous pulsations cease above the level of 
pressure. It should be pointed out that a vein tense- 
ly distended from congestive heart failure or other 
causes will not pulsate. Furthermore, venous dis- 
tention may be caused by local obstruction, par- 
ticularly if it is unilateral. 

The hepatojugular reflex is consistently abnormal 
in congestive heart failure. It is one of the earliest 
of signs of congestive heart failure and is easily 
studied at the bedside with the patient in the re- 
cumbent position. This reflex is characterized by an 
intensification and maintenance of neck-vein dis- 
tention as pressure is applied over the liver or ab- 
domen. Enlargement and tenderness of the liver 
supply further important clues to congestive heart 
failure. The earliest evidence of a congested liver 
is best determined by percussion. An enlarged liver 
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extends upward as well as downward; therefore, 
the upper and lower borders of liver dulness dur- 
ing the different phases of respiration should always 
be noted. It is a good rule to remember that cardiac 
enlargement with few exceptions, notably con- 
strictive pericarditis, is a constant accompaniment 
of congestive heart failure. A normal apex impulse 
in a patient suspected of having congestive heart 
failure should suggest some other diagnosis as the 
cause of the congestion. 


Left Ventricular Hypertrophy 


In early left ventricular hypertrophy, the x-ray 
is of little or no value, and electrocardiographic 
findings are frequently normal. The apex impulse, 
however, may furnish a reliable clue of early left 
ventricular hypertrophy.” A powerfully sustained, 
heaving apex impulse is charactertistic of left ven- 
tricular hypertrophy. It actually lifts the examining 
finger and is easily distinguished from the gentle 
tap of the normal beat. It is interesting that the 
normal apex impulse is difficult to elicit in patients 
above the age of 35, except in those with a thin 
chest and an overactive heart.’ A conspicuous apex 
impulse detected in the recumbent position of an 
adult should always arouse suspicion of a possible 
cardiac abnormality. It should be emphasized that 
in the diagnosis of left ventricular hypertrophy the 
character of the apex impulse assumes importance 
irrespective of its geographical location. The heart, 
for example, may seem enlarged because of dis- 
placement by a pleural effusion. However, if the 
apex impulse lacks force or power, cardiac hyper- 
trophy is likely to be absent.” 


Right Ventricular Hypertrophy 


Physical examination is generally unreliable for 
detecting early right ventricular hypertrophy. How- 
ever, right ventricular hypertrophy should be sus- 
pected if a lifting systolic pulsation is present in the 
left lower parasternal area. A systolic heaving of 
the lower or middle third of the sternum is almost 
certain to be due to right ventricular hypertrophy. 
Interestingly, a septal myocardial infarction some- 
times gives rise to a diffuse pulsation inside the 
apical area.’ Diffuse precordial pulsations are also 
observed after exercise and excitement, as well as 
in disorders associated with a high cardiac output. 

In advanced pulmonary emphysema, a heaving 
systolic pulsation downward in the epigastrium 
may be the only clue of right ventricular hyper- 
trophy. Another sign suggestive of right ventricular 
hypertrophy is the finding of a localized palpable 
shock, equivalent to an accentuated pulmonic sec- 
ond sound, in the second left intercostal space near 
the sternum. Finally, a common cause of a pre- 
cordial bulge with asymmetry of the chest is right 
ventricular hypertrophy beginning early in youth. 


DISEASE—SILVERMAN 


J.A.M.A., Feb. 15, 1958 


A left-sided bulging chest deformity, therefore, 
should suggest significant right-sided cardiac en- 
largement. 

Congenital Heart Disease 


Cyanosis of the skin and mucous membranes is 
often the first clue to suggest congenital heart dis- 
ease. Significant cyanosis caused by a congenital 
anomaly generally indicates a right to left (venous- 
arterial) shunt in which at least 25% or more of the 
circulating blood is shunted. Difference in the dis- 
tribution of the cyanosis, as well as the intensity, 
should be noted. In uncomplicated patent ductus 
arteriosus, cyanosis is absent. In patent ductus arte- 
riosus with reversal of blood flow, when the pul- 
monary artery pressure is high, the lower extremi- 
ties may appear cyanotic but not the head, neck, 
or upper extremities. Conversely, in transposition 
of the great vessels with a patent ductus arteriosus, 
an intense cyanosis may be peculiarly confined to 
the upper half of the body. 

Clubbing, one of the traditional stigmas of con- 
genital heart disease, is never present at birth and 
is generally proportional to the degree and distri- 
bution of cyanosis. In the syndrome of patent 
ductus arteriosus with reversal of blood flow, club- 
bing of the toes and not the fingers may be ob- 
served. Clubbing in noncyanotic congenital heart 
disease is usually associated with a pulmonary dis- 
order or a complicating bacterial endocarditis. 
Rarely does it appear as a familial trait. Cyanotic 
children who squat should be suspected of having 
a pulmonary stenosis and a decreased pulmonary 
blood flow as in tetralogy of Fallot. These children 
assume a characteristic knee-chest or squatting 
posture directly after exercise. Stridor in a child 
should be a clue to the possible diagnosis of a 
vascular ring compressing the trachea and esoph- 
agus. This stridor is often accompanied by a brassy 
cough or choking. Normally the pulse rate of an 
infant is relatively high. However, a rate of over 
200 is always of concern and should alert the ex- 
aminer to the possibility of paroxysmal tachycardia 
and the Wolff-Parkinson-White syndrome.’ This 
syndrome may present a deceptive clinical picture 
of pneumonia, meningism, or heart failure. 

Coarctation of the aorta is a relatively simple 
diagnosis to make at the bedside. This diagnosis 
will rarely be missed if simultaneous palpation of 
the femoral and radial pulses becomes a routine 
procedure in every physical examination. Unless 
complicated by severe aortic insufficiency, in prac- 
tically every case of the adult type of coarctation 
of the aorta the femoral pulsations will be either 
absent or extremely weak. Timing of the femoral 
pulse also is important. In coarctation of the aorta, 
the femoral pulse is more retarded as compared 
with the radial pulse. When suspecting coarctation 
of the aorta the pedal pulses are not as accurate a 
guide as the femoral. The combination of a forceful 
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carotid pulse and an absent abdominal aortic pulsa- 
tion is also a clue in the diagnosis of coarctation of 
the aorta. Collateral tortuous pulsations over the 
thoracic cage are additional confirmatory signs. An 
absent left radial pulse in a patient with coarctation 
of the aorta is a suggestive clue that the coarctation 
process involves the left subclavian artery. 

In dextrocardia with situs inversus, congenital 
heart disease is usually absent. In the true “mirror 
type,” the apex impulse, cardiac dulness, and stom- 
ach tympany are on the right side; hepatic dulness 
is located on the left; the right testis is more 
superiorly located. In isolated dextrocardia, the 
heart is on the right side but the abdominal organs 
are on the left. Serious congenital anomalies are 
always associated with isolated dextrocardia. There 
is an exceptionally high incidence of congenital 
malformations in mongolism, gargoylism, and Mar- 
fan’s syndrome.” These grotesque deformities are 
recognized at a glance and should always alert the 
examiner to the possibility of associated cardiovas- 
cular anomalies 

Pericardial Effusion 

Pericardial effusion is one of the most frequently 
missed diagnoses. Unless there is considerable fluid 
in the pericardial cavity, physical examination is 
often normal. Nevertheless, percussion, the step- 
child of physical diagnosis, may be of real value in 
detecting pericardial effusion. A clue to the diag- 
nosis of pericardial effusion is the presence of a 
characteristically increased area of percussion flat- 
ness. This area of flatness extends on the right side 
for several inches past the right border of the 
sternum, and on the left side considerably beyond 
the outer margin of the apex impulse. The apex 
impulse, if present, is apt to be diffuse and weak 
The finding of a feeble apex impulse well inside the 
percussion outline should immediately alert the ex- 
aminer to the possibility of a pericardial effusion. 
When typical, the percussion flatness observed in 
pericardial effusion also extends in an upward di- 
rection. If the effusion is considerable, a narrow 
band of flatness may be detected in the second and 
even the first intercostal spaces for a few inches 
past the left border of the sternum and beyond the 
sternal margin on the right side. This upper area 
of flatness is best demonstrated in the recumbent 
position; it narrows or disappears in the erect pos- 
ture. This postural shift in percussion flatness at the 
base of the heart should be considered reliable evi- 
dence of a pericardial effusion. Ewart’s sign, char- 
acterized by a patch of dulness below the angle of 
the left scapula, is a much overrated sign and is of 
more historical than practical importance in the 
diagnosis of pericardial effusion. 

A “paradoxical” pulse is sometimes the first clue 
to direct attention to the diagnosis of a pericardial 
effusion, particularly if tamponade is present. A 
“paradoxical” pulse occurs in a number of other 
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conditions and is therefore not absolutely diagnostic 
of pericardial effusion. This pulse is characterized 
by a striking decrease in the amplitude of the 
peripheral pulse during inspiration. The neck veins 
in large pericardial effusions are invariably dis- 
tended. As was discussed under congestive heart 
failure, it is more important to note the level of 
jugular pulsations as the patient is observed in the 
semi-erect posture. Inspiratory filling of the cervical 
veins is sometimes present. Patients with large peri- 
cardial effusions occasionally assume unusual or 
bizarre postures in order to obtain relief from dysp- 
nea or precordial pain. The sitting up—leaning 
forward posture is quite characteristic. Rarely the 
knee-chest position is preferred. 
Constrictive Pericarditis 

Constrictive pericarditis, a reversible disorder, is 
often confused with cirrhosis of the liver because 
of hepatomegaly, ascites, and edema. Careful at- 
tention to the apex impulse, peripheral pulse, and 
neck veins should aid in differentiating these two 
disorders. Although pulsatory findings of the chest 
are usually inconspicuous in constrictive pericar- 
ditis, an extremely feeble or fixed apex impulse 
favors the diagnosis of constrictive pericarditis. Ex- 
ceptionally, fixation of the apex to the sternum may 
cause the apex impulse to rise rather than descend 
with deep inspiration; occasionally systolic retrac- 
tion of the apex impulse or the lower precordium 
is observed. A soft peripheral pulse, reflecting the 
decreased pulse pressure, and a “paradoxical” pulse 
are common in constrictive pericarditis. Finally, in 
constrictive pericarditis the neck veins are distended 
and, unless the distention is extremely marked, 
paradoxically fill during inspiration. 

Valvular Heart Disease 

In these days of fruitful cardiac surgery, signs 
of valvular heart disease take on increasing im- 
portance. In most instances the diagnosis is estab- 
lished to a great extent on the basis of auscultatory 
findings. Nevertheless, a number of | significant 
diagnostic clues may be derived from a careful ex- 
amination of the pulsations of the chest, neck, and 
wrist. 

It is not generally known that in well-established 
mitral stenosis clues of right ventricular hyper- 
trophy may be sufficiently prominent to suggest the 
correct diagnosis. According to Dressler,* a tenta- 
tive diagnosis of mitral stenosis may be made by 
inspection alone on the basis of a conspicuous 
pulsating bulge of the medium parts of the anterior 
chest wall, the sign of the pulsating precordial 
“hump.” This pulsation is generally proportional 
to the height of the pulmonary arterial pressure. 
The apex impulse in mitral stenosis is usually 
inconspicuous, unless complicated by mitral in- 
sufficiency or aortic regurgitation. An unmistakable 
sign of mitral stenosis, however, is a presystolic 
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apical thrill which, according to Mackenzie,“ 
may antedate the typical murmur by some years. 
This palpable sign is best brought out immediately 
after exercise, with the patient in the left lateral 
position. A sharp, snappy, localized impulse cor- 
responding to the loud first sound in mitral stenosis 
is sometimes palpable at the apex. Rarely, a palpa- 
ble tap localized to the apical area and equivalent 
to the opening snap may be noted. The peripheral 
pulse in mitral stenosis is usually not characteristic 
unless the stenosis becomes extreme, in which case 
the pulse feels soft and small, sometimes scarcely 
palpable. This weak pulse in mitral stenosis re- 
flects the diminished stroke volume of the small 
left ventricle. A pulse of normal quality or one with 
a high pulse pressure speaks against the diagnosis 
of a “tight” mitral stenosis. 

In severe aortic stenosis, the pulse at the wrist is 
small and often characteristic. When typical, the 
pulse seems to rise and fall in a leisurely fashion. 
The contrast of a powerful apex impulse associated 
with a peripheral pulse of small amplitude is a 
striking feature of advanced aortic stenosis. A sys- 
tolic thrill at the base of the heart, usually maximal 
at the second right intercostal space, is an important 
confirmatory sign of aortic stenosis. It is best felt 
at the end of deep expiration as the patient sits or 
stands and leans forward. A small carotid pulse, 
a common finding in uncomplicated severe aortic 
stenosis, should suggest a low cardiac ejection per 
beat. If a significant regurgitation complicates the 
stenosis the carotid pulse may assume a bisferious 
(twinning) character, sometimes mistaken for 
coupling. A palpable, double-peaked carotid pulse 
followed by an abrupt collapse is a reliable sign of 
a significant regurgitation complicating the ste- 
nosis.’ It is interesting that the heart rate in aortic 
stenosis is often slow. As Levine* pointed out, a 
heart rate below 70 or 60 in a patient with ad- 
vanced heart failure is unusual and should direct 
suspicion to the diagnosis of aortic stenosis, pro- 
viding heart block and digitalis effects have been 
excluded. 

The pulse in free aortic insufficiency is char- 
acterized by a quick, steep rise followed by an 
abrupt collapse (Corrigan or so-called water-ham- 
mer pulse). According to Lewis ° a water-hammer 
was originally a small toy consisting of a glass 
vacuum tube containing a minute quantity of fluid. 
When it was held up between the thumb and little 
finger and tipped, it transmitted a pulse closely 
resembling that of free aortic regurgitation. Ele- 
vating the upper extremity above the head intensi- 
fies the collapsing feature of this pulse. If aortic 
insufficiency is complicated by a significant mitral 
stenosis, the Corrigan pulse will be nullified be- 
cause mitral stenosis, in a dynamic sense, narrows 
the pulse pressure and therefore counteracts the 
increased stroke volume of aortic insufficiency. Sim- 
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ilarly, patients with aortic insufficiency who develop 
heart failure also tend to lose the collapsing quality 
of the pulse. An abrupt change in the character of 
the Corrigan or Quincke pulse, therefore. may be a 
valuable clue to left ventricular failure complicat- 
ing aortic insufficiency.’ In aortic insufficiency the 
apex impulse is powerful, lifting, and abrupt. It is 
usually located downward and to the left of its 
normal site. In free aortic regurgitation the heart 
may reach gigantic proportions (cor bovinum), in 
which case the apex impulse may be felt in the left 
axilla. In such instances a sharp systolic depression 
of the anterior chest wall may be noted, followed 
by a less marked diastolic thrust. 

Tricuspid stenosis is extremely difficult to diag- 
nose. This disorder should be suspected in any pa- 
tient with rheumatic disease who presents a 
persistently enlarged liver, engorgement of the neck 
veins, ascites, and minimal dyspnea or peripheral 
edema. An interesting clinical observation in tri- 
cuspid stenosis is the precipitation of intense con- 
gestion and cyanosis of the face and distention of 
the veins of the neck and head if the patient is 
placed in the recumbent posture.” In contrast to the 
systolic pulsation in tricuspid insufficiency, the 
jugular pulsation in tricuspid stenosis is character- 
ized by a powerful, positive presystolic wave. The 
presystolic pulsation of tricuspid stenosis does not 
alter with change in posture and is present only 
when the rhythm is regular. A similar pulse is trans- 
mitted to the liver. A presystolic thrill, palpable 
over the tricuspid area, has been described in tri- 
cuspid stenosis. It is best brought out by placing 
the patient in the right lateral position. Right ven- 
tricular hypertrophy is not a feature of uncompli- 
cated tricuspid stenosis. Marked percussion dulness 
beyond the right border of the sternum is caused 
by a tremendously hypertrophied right atrium. 

The key to the clinical diagnosis of tricuspid in- 
sufficiency resides in the extraordinary pulsations 
of the neck veins and liver. In no disorder are the 
jugular and liver pulsations so well defined. The 
jugular veins in tricuspid insufficiency are engorged, 
and during systole a powerful positive wave is ob- 
served. This venous systolic thrust is often mistaken 
for a carotid pulsation. The veins of the scalp and 
forearm may also pulsate. The liver in tricuspid 
insufficiency is distended and if carefully examined 
demonstrates an expansile pulsation during systole. 
Liver pulsations are best detected by bimanual pal- 
pation, one palm resting on the chest wall in the 
lower right axilla and the other over the right 
upper quadrant of the abdomen. In tricuspid in- 
sufficiency the hepatic pulsation occurs late in 
systole and thus is distinguished from the trans- 
mitted pulsation from the aorta which occurs simul- 
taneously with systole. In far advanced tricuspid 
insufficiency a seesaw or rocking movement of the 
lower chest wall may be observed with each systole. 
During diastole the enlarged right ventricle fills 
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rapidly with blood and this creates a sharp pro- 
pulsive forward movement of the left half of the 
chest. This precordial thrust is referred to as the 
“diastolic heart beat,” a phenomenon also observed 
in adhesive pericarditis and severe aortic insuffi- 
ciency. A precipitate collapse of the jugular pulse 
coinciding with a diastolic expansion of the chest 
is a feature of advanced tricuspid insufficiency. 


Aneurysms of the Aorta 


Any unusuai puisation in the front or back of the 
chest should always suggest the possibility of an 
aneurysm of the aorta. One of the earliest signs of 
aneurysm of the aorta is an expansile pulsation in 
the second and third intercostal space just to the 
right of the sternum. Pulsations of an aortic aneu- 
rvsm may be prominent also in the suprasternal 
notch and, at times, may appear to lift the upper 
sternum or manubrium. A systolic thrill may be 
palpable over the site of maximum pulsation, and, 
occasionally, a diastolic shock due to forcible closure 
of the aortic valves may be felt. 

A vigorous tracheal tug is an important diag- 
nostic sign of an aneurysm involving the aortic arch. 
To elicit this sign the patient's head should be 
dorsiflexed slightly and the inferior portion of the 
larynx pushed up by the tips of the thumb and 
index finger. A tracheal tug is characterized by 
forceful tugging downward of the cricoid cartilage 
with each heart beat. An indistinct or faint tug is 
sometimes encountered in dilatation of the aorta 
and aortic regurgitation, and, occasionally, if there 
is mediastinal fibrosis or a neoplasm in close contact 
with the arch of the aorta. Deviation of the trachea 
is a common finding in aneurysm of the aortic arch. 

Conspicuous inequality of the carotid, subclav- 
ian, or radial pulses should also direct attention to 
the possibility of an aneurysm of the aortic arch. 
An absent radial pulse on one side, however, may 
represent a normal anatomic variation.'” A variety 
of signs distal to the aneurysm may arise as a re- 
sult of pressure and reflex changes. These include 
inequality of the pupils, unilateral exophthalmos, 
clubbing of the fingers either unilateral or bilateral. 
and the superior vena cava syndrome, An abdomi- 
nal aortic aneurysm, often a surprise finding on 
physical examination, should be suspected when- 
ever a pulsating tumor is felt in the upper abdo- 
men. The pulsating mass should be grasped with 
both hands and if an expanding pulsation is felt 
bilaterally an aneurysm is likely to be present. It is 
interesting that an abdominal aneurysm is rarely 
located symmetrically in the midline. 


Dissecting Aneurysm 

Often confused with myocardial infarction, the 
diagnosis of dissecting aneurysm of the aorta is 
now being made with increasing frequency at the 
bedside. Abrupt differences in the peripheral pulses 
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and fleeting neurological changes favor dissecting 
aneurysm. The sudden development of signs of 
aortic insufficiency and left pleural effusion, persist- 
ent pallor, and icterus also suggest dissecting aneu- 
rysm. An unusual cutaneous sign consisting of a 
diffuse ecchymosis of the chest, abdomen, or lum- 
bar areas has been described in dissecting aneu- 
rysm.'” Rarely, the superior vena cava syndrome, 
characterized by cyanosis, edema of the face, neck, 
and extremities, and distended neck and _ chest 
veins, may be a striking manifestation. The appear- 
ance of a vigorous pulsation in either the right or 
left sternoclavicular joint is another suggestive clue 
of dissecting aneurysm of the aorta."’ 


Cardiac Aneurysm 


It has been estimated that close to 10% of cases 
of cardiac infarction develop an aneurysm of the 
left ventricle. A clue to the diagnosis of a ventric- 
ular aneurysm is the finding of an expansile pulsa- 
tion slightly medial to and above the apical area. 
This pulsation simulates the powerful apical im- 
pulse of left ventricular hypertrophy except that 
it generally occupies a larger area and is of longer 
duration. In ventricular aneurysm the peripheral 
pulse may be small and weak. The contrast of a 
small pulse at the wrist associated with a large 
pulsation in the chest is therefore an important clue 
in the diagnosis of a cardiac aneurysm. 

Patients with angina pectoris may, according to 
Harrison and his co-workers,'* develop during an 
attack of angina an expansile pulsation of the chest, 
the so-called angina bulge. Interestingly, this 
exaggerated bulge promptly disappears after the 
administration of glyceryl trinitrate. If this observa- 
tion is confirmed, palpation of the chest may furn- 
ish, in some patients at least, a bedside clue for es- 
tablishing the diagnosis of angina pectoris. 


Carotid Artery Occlusion 


Palpation of the neck for carotid artery pulsa- 
tion in all “stroke” cases is a simple procedure, 
and if conscientiously practiced should be respon- 
sible for a wider recognition of the syndrome of 
carotid artery occlusion. A bedside technique for 
detecting carotid artery pulsations by pharyngeal 
palpation has been described recently.'* Monoccu- 
lar blindness with contralateral hemiplegia is indic- 
ative of carotid artery occlusion. 


Pulmonary Embolism 


Pulmonary embolism, often mistaken for myo- 
cardial infarction, should be suspected if signs of 
pulmonary hypertension predominate. Clinical clues 
of pulmonary hypertension include a heaving pul- 
sation in the left lower parasternal area, systolic 
lifting in the second left intercostal space adjacent 
to the sternum, a palpable shock in the pulmonic 
area, and a conspicuous presystolic jugular pulsa- 
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tion. Intense cyanosis, as well as hemoptysis, favors 
embolism. Localized chest wall tenderness over the 
site of a pulmonary infarction has been observed. 
Finally, signs of a peripheral phlebitis may be evi- 
dent. These include tenderness and inflammation 
along the course of a vein, swelling of an extremity, 
and a positive Homan’s sign. 


Postural Syndromes 


There are a host of diagnostic clues associated 
with alterations in posture.'* Postural studies are 
easily performed at the bedside. The role of posture 
in congestive heart failure, pericardial effusion, 
constrictive pericarditis, tricuspid stenosis, and 
congenital heart disease has been discussed. Pulsus 
alternans, an important sign of myocardial weak- 
ness, may be detected only in the standing posi- 
tion and may be completely overlooked in recum- 
bency. Syncope arising from a hypersensitive caro- 
tid sinus is most likely to occur in a sitting or 
standing position. Patients with pheochromocytoma 
may show a significant tachycardia as they stand. 
This observation is of practical importance since 
the ordinary hypertensive patient does not, as a 
rule, demonstrate a significant postural tachycardia. 
Abrupt and dramatic changes in circulatory dy- 
namics from simple shifts in posture have been 
observed in ballvalve thrombus or tumor of the 
left atrium. Finally, postural studies are of real im- 
portance in the clinical evaluation of peripheral 
vascular disorders. Unusual pallor on elevation of 
an extremity or rubor on dependency suggests im- 
paired arterial circulation. The Trendelenberg test 
for determining compentency of veins and the 
venous filling time for estimating the collateral 
circulation are essentially postural tests. 


Summary 


The practicing physician today is bewildered by 
the increasing use of instruments in the diagnosis 
of cardiovascular disease. Despite the enormous 
strides achieved in medicine and surgery as a result 
of technical advances, it is still pertinent to empha- 
size the basic role of a careful physical examina- 
tion. In his enthusiasm to apply the stethoscope or 
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to obtain an electrocardiogram, the busy practitioner 
is apt to lose sight of the importance of first observ- 
ing the patient. Without recourse to instrumenta- 
tion, a number of diagnostic cardiovascular clues 
are available to any practitioner at the bedside by 
the skillful use of his eyes and fingers. 

100 Central Ave. (1). 
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HE NEED FOR ABREACTION.—The most important thing the alcoholic must 
learn is to ventilate his feelings in a socially acceptable manner. For example, 
if one were to get a steam locomotive, disconnect all safety valves, shovel coal 
in the fire box, and let the pressures build up, sooner or later something would blow 


up. If, however 


> 


one took the same locomotive out on the track, spun the wheels, 


and tooted the whistle, the steam pressure could be kept at a safe level. What most 
alcoholics, and in fact, what most people need, are socially acceptable ways to “spin 
their wheels and toot their whistles.” The inability to ventilate one’s feelings, the 
bottling up of frustrations and hostilities, the inability to discuss anxieties—all lead 
to the development of a great many psychiatric disorders.—R. C. Proctor, M.D., 
Buddy: Have A Drink, The Wisconsin Medical Journal, November, 1957. 
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Micrococcic (staphylococcic) infections in new- 
born babies at the University of Texas Medical 
Branch Hospitals have been observed only rarely 
since the widespread introduction of chemothera- 
peutic and antibiotic agents. However, in the past 
several years there has been an increasing number 
of reports of this type of infection elsewhere.’ 
Evidence that the etiological agent in many epi- 
demics is a particularly virulent “hospital” strain of 
Micrococcus (Staphylococcus) pyogenes var. aureus 
has been documented by Bynoe,’ Shaffer and asso- 
ciates,* and Blair.‘ Precise identification of the 
strains involved has been made possible with the 
introduction of phage-typing techniques.” 

During the two vears preceding Aug. 1, 1956, no 
cases of micrococcic sepsis, pyoderma, mastitis, or 
pneumonia had been noted in the nurseries for 
newborn babies of the Medical Branch Hospitals. 
On Aug. 1, 1956, the nursery for Negro infants was 
moved into enlarged quarters on the obstetric floor 
of the new John Sealy Hospital. In the new area, 
because of less crowded conditions, the period ot 
hospital stay was increased to five days. 

On Aug. 13, the first case of a severe mastitis in 
an infant born on this service was reported. In the 
following two and one-half months, 25 cases ot 
mastitis and 10 cases of severe dermatitis were 
reported. All of these cases occurred in babies who 
had been delivered in the hospital. Most of the 
babies had been discharged in an apparently 
healthy state and later readmitted or treated as 
outpatients. Two of these cases were discovered in 
the nursery area in babies who had been retained 
in the hospital due to postpartum complications in 
the mothers. In all instances the time interval be- 
tween the date of birth and the appearance of in- 
fection ranged between 10 and 16 days. 

Cultures of exudate were obtained in 12 cases 
of mastitis and 6 cases of pyoderma. The organism 
involved was a hemolytic M. aureus uniformly 
resistant to penicillin, streptomycin, and the tetra- 
cyclines but susceptible to novobiocin, erythro- 
mycin, bacitracin, chloramphenicol, and neomycin. 
Without exception these strains of M. aureus were 
found to be typable by micrococcic phages 81, 42B, 
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EPIDEMIOLOGIC STUDY OF A HOSPITAL OUTBREAK 
OF MICROCOCCIC INFECTIONS 


Joseph A. Bass, Ph.D., Warren R. Stinebring, Ph.D., Cecilia Willard, M.S. 


Harriet M. Felton, M.D., D.Sc., Galveston, Texas 


A case of severe mastitis appeared in a 
nursery where no mastitis, pyoderma, pneu- 
monia, or micrococcic sepsis had been seen 
for two years. In the following 10 weeks, 25 
cases of mastitis and 10 cases of severe 
dermatitis were observed. The causative or- 
ganism, a strain of M. pyogenes aureus, was 
identified by phage typing and by reactions 
to antibiotics. Its source could not be de- 
termined. It infected hospital personnel as 
well as patients. Asymptomatic carriers were 
found. A striking difference was noted be- 
tween housekeeping personnel on wards 
(5.3% carrier rate) and those assigned to 
other areas (no carriers). The initial strain 
was resistant to penicillin, streptomycin, and 
streptomycin but not to erythromycin; later a 
second strain was found, resistant also to 
erythromycin though identical in phage type. 
Control measures stopped the epidemic, and 
all carriers have been treated and cleared. 


and 44A and were subsequently shown to be identi- 
cal to those described by Shaffer * and Bynoe.** 
The strain with the above characteristics is herein- 
after referred to as the “epidemic strain.” 


Control Measures 


In view of the severity of these infections, the 
following measures were instituted the first week 
of November, 1956, in an effort to prevent further 
spread of this infection among newborn babies: 
Anterior nasal swabs were obtained from all person- 
nel connected with the nursery service and the 
delivery room (including anesthesiologists). Car- 
riers of the epidemic strain were excluded from the 
area and given a course of systemic erythromycin 
therapy. 

All infants were moved from the nurseries for the 
newborn and placed in a substitute area. The nurs- 
ery areas were thoroughly cleaned and washed 
with a solution of a chlorinated powder (Diversol). 
After the nurseries were cleaned, only infants born 
subsequently were admitted. The infants in the 
composite nursery remained in that area until dis- 
charged. Cultures were obtained from all infants 
in this composite nursery. The epidemic strain was 
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isolated from either the nasopharynx or anterior 
nares of 11 babies. None of the mothers of these 
infants were found to be carriers. 

Cultures were obtained from both mothers and 
infants admitted to clean nurseries. These were 
taken shortly after delivery and again upon being 
discharged from the hospital. All infants were 
treated with erythromycin as a prophylactic meas- 
ure for the duration of their hospital stay (average 
four to five days ). 

Repeated cultures for all personnel showed that 
six of eight carriers had responded to the original 
course of therapy. Of the two persistent carriers, 
one responded to a subsequent course of erythro- 
mycin, while the second eventually was cleared 
after the use of multiple antibiotic ointment (Neo- 
Polycin) applied to the anterior nares. All new per- 
sonnel assigned to the obstetric and nursing service 
had cultures taken and were cleared before assum- 
ing duties in these areas. 

The institution of these precautions apparently 
halted the epidemic. No new cases of mastitis or 
pyoderma have been reported since prophylactic 
use of erythromycin was instituted. However, eight 
infants with severe micrococcic pneumonia were 
subsequently admitted to the pediatric isolation 
unit. The epidemic strain of M. aureus was isolated 
in four cases from which cultures were obtained. 
There were two deaths, in spite of vigorous anti- 
biotic therapy. All of these patients were babies 
about 3! or 4 months of age, born in the Medical 
Branch Hospitals at the time when the Micrococcus 
was known to be present in the nurseries and 
before the institution of erythromycin therapy. 

A sudden flare-up of micrococcic infections due 
to the same strain occurred in January in the 
nurseries for premature infants. Similar prophy- 
lactic and therapeutic measures were taken with 
excellent results. Since Feb. 1, 1957, no new cases 
of micrococcic infections of any sort have been 
reported from the units for newborn infants. The 
entire control program in these units covered a 
period of approximately four months. 


General Hospital Survey 


In the midst of the efforts to control the spread 
of micrococcic infections on the obstetric service, 
a nurse on the plastic surgery service developed a 
series of severe boils from which a strain of M. 
aureus of the same phage type as the nursery epi- 
demic strain was isolated. The antibiotic pattern, 
however, differed in that this strain was resistant 
also to erythromycin, as well as to penicillin, strep- 
tomycin, and the tetracyclines. Inquiries revealed 
that several members of the nursing personnel and 
staff on this service had reported multiple boils. 
These boils were characterized by a diffuse area of 
cellulitis, which spread in an indolent manner 
rather than developing into the circumscribed 
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area with central suppuration usually seen in a boil. 
All these infections had failed to respond to ery- 
thromycin treatment but were cleared with novo- 
biocin. 

This same strain of M. aureus had also been 
isolated from a sophomore medical student in a 
routine laboratory exercise. It became apparent 
that if the organism were widely distributed 
throughout the hospitals, cross-contamination from 
other services could easily occur, with a conse- 
quent recontamination of the nurseries. Further- 
more, the fact that this strain was erythromycin- 
resistant further reduced the number of antibiotics 
suitable for the treatment of these infections. (A 
chloramphenicol-resistant strain has recently been 
isolated during subsequent studies in the depart- 
ment of plastic surgery.) 

With the close cooperation of the hospital ad- 
ministration and the clinical staff, a general survey 
of all hospital personnel (excluding the individuals 
reported in the preliminary studies) was under- 
taken. This included patients, nursing staff, medical 
staff, medical students, housekeeping personnel 
throughout the hospitals and dormitories, main- 
tenance personnel, secretarial staff, warehouse per- 
sonnel, and laboratory technicians. Swabs from the 
anterior nares were obtained from all individuals. 
In addition, cultures were taken from any indi- 
viduals having boils, carbuncles, or other lesions. 
Approximately 2,800 persons were included in this 
survey. M. aureus, phage type 81, 42B, 44A, herein- 
after referred to as the “81” strain, was isolated 
from 91 individuals, as shown in table 1. Fifty- 
three of the isolates were identical to the epidemic 
strain. Thirty of the remainder were resistant also 
to erythromycin. In eight other instances, the 
strains varied from the epidemic strain in their 
susceptibility to streptomycin and/or the tetra- 
cyclines. 

The distribution within the hospital is shown in 
table 2. It is significant that of the 56 individuals 
other than patients carrying these strains, 52 had 
direct contact with patients on the wards. A rela- 
tionship between patient contact and the carrier 
rate can be seen by comparing the nursing and 
housekeeping personnel on the wards to similar 
groups working in other areas. Thus 6.6% of the 
nursing personnel on wards were found to harbor 
the “81” strain, whereas only 1.3% of other nursing 
groups were found to be carriers. An even more 
striking difference is noted between housekeeping 
personnel on wards (5.3% carrier rate) and those 
assigned to other areas (no carriers). It is of further 
interest that no carriers were detected among the 
freshmen medical students, who had seen no duty 
in the hospitals. Of the three sophomores in which 
the type “81” Micrococcus was detected, two had 
served as male nurses for extended periods of time. 
The third individual was not a true carrier but 
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developed severe boils after a small cut acquired 
while shaving. The specific source of the infecting 
organism could not be determined. 

The other four carriers among the hospital per- 


During this survey, no other strain of M. aureus 
was isolated from a serious infection. Furthermore, 
of the 56 carriers, 21 individuals (37.5%) had had, or 
have subsequently developed, infections consisting 


sonnel were a pathology resident who could have 
acquired it from pathological material, two laundry 


Taste 1.—Geographic Distribution of Micrococcus Aureus, 
Phage Type 81, 42B, 44A Among Patients and Personnel 
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workers who might have contracted it from hospital 
linens, and a waiter in the snack shop, which is 
frequented by both hospital personnel and patients. 
The bacteriology technician found to be a carrier 
routinely spends each morning in the burn-dressing 
room. 

it may be seen that the greatest focus was on the 
eighth floor of the John Sealy Hospital, which 
houses plastic surgery (including a large burn serv- 
ice) and urology. The large numbers of carriers 
(10) found on the pediatrics service (for both Negro 
and white patients) probably is a reflection of the 
heterogeneity of the case distribution on this serv- 
ice. However, no member of the medical staff in 
this area was found to be a carrier. The fact that 
this strain of M. aureus was isolated from two 
anesthesiology residents may be of significance as 
a mode of transmission from one service to another. 
It was also ascertained that certain of the nursing 
and housekeeping personnel were relieving on the 
wards of two or more departments. 


of the previously described boils and carbuncles. 
In all cases of an active infection, the “81” strain 
of M. aureus was isolated. It should also be noted 
that a significant number of burned patients have 
developed multiple boils while in the hospital or 
have returned approximately two weeks after dis- 
charge for treatment of numerous and severe boils. 

No relationship appeared to exist between the 
carrier rates for all strains of M. aureus and that 
for the virulent strain. In the patients both were 
high; however, in other groups such as the fresh- 
man medical students and clerical personnel no 
carriers of the phage tvpe “$1” strain Micrococcus 
were found, in spite of the fact that 41% of the stu- 
dents and 37% of the clerical personnel were har- 
boring other strains of M. aureus. These findings 
emphasize the necessity of specific identification of 
strains in epidemiologic or environmental studies. 


Measures Taken 


In view of the potential danger of creating strains 
resistant to systemically administered antibiotics, 
those carriers not having active infections were 
treated with a topical water-soluble dressing (Neo- 
Polycin) applied to the anterior nares four or five 
times a day for a week. Previous to treatment, all 
carriers had cultures taken again. Of the original 
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56, 48 (86%) were found to be persistent carriers, 
i. e., the organism was isolated two or more times. 
Cultures taken 48 hours after treatment was sus- 
pended showed that of the 48 persistent carriers, 
9 (19%) continued to harbor the organism. Approxi- 
mately three weeks after ointment therapy was 
discontinued, the carrier rate had risen to 44% in 
the persistent carriers, or 37.5% of the original 56. 
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These results agree in general with those obtained 
by Rountree and co-workers “ with the use of oint- 
ments. 

The hospital administration is making every 
effort possible to prevent the cross-contamination 
of personnel between suspect and “clean” areas. 

General recommendations for the improvement 
of environmental control have been adopted. The 
routine phage typing of all M. aureus strains iso- 
lated from lesions throughout the hospital has been 
undertaken. 

Comment 


The spread of micrococcic infections among pa- 
tients and hospital personnel is being recognized as 
one of the major problems confronting hospital 
administrators at the present time.’ Reliance on 
antibiotic therapy has led to a false sense of 
security in the control of these infections, and their 
widespread and oftentimes indiscriminate use has 
resulted in a high incidence of progressively resist- 
ant “hospital strains.” Reports from other studies 
support the contention that ultimate success in the 
control of such infections can be attained only by 
strict adherence to basic techniques concerned with 
good hospital procedures. The use of erythromycin 
as a prophylactic measure in the newborn babies 
was undertaken as an emergency measure of a 
temporary nature in the realization that the reser- 
voir had to be eliminated as soon as possible. The 
success obtained in curtailing further spread of the 
infection in infants was probably attributable to 
environmental control measures on this service and 
to the detection of personnel carrying the epidemic 
strain. 

Our studies have confirmed the findings of 
Bynoe * and Shaffer * regarding the high degree of 
virulence of this strain as causative agent of boils 
in adults and of pyoderma, mastitis, and pneumonia 
in infants. That this strain is widespread is evident 
from the previously cited reports. However, micro- 
cocci of different phage patterns have been re- 
ported in other epidemics. The use of phage-typing 
techniques therefore appears mandatory in the 
study of micrococcic infections and epidemics inas- 
much as reliance on antibiotic sensitivity patterns 
and the characteristics classically attributed to 
pathogenic micrococci are insufficient for the posi- 
tive identification of a given strain. 


Summary 


A strain of Micrococcus (Staphylococcus ) pyo- 
genes var. aureus, phage pattern 81, 42B, 44A, and 
resistant to penicillin, streptomycin, and _ tetracy- 
cline, was shown to be the causative agent in an 
outbreak of micrococcic infections in the nurseries 
for newborn babies of the University of Texas 
Medical Branch Hospitals. A survey of all personnel 
connected with the hospitals revealed a significant 
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number of carriers of this strain, as well as a 
second strain identical in phage type but resistant 
to erythromycin as well as to penicillin, strepto- 
mycin, and tetracycline. Morbidity among the carri- 
ers was approximately 37.5%. 

Control measures instituted on the maternity 
floor have effectively curtailed the outbreak among 
newborn babies. No new infections have been 
noted in the nurseries since environmental control 
measures and prophylactic erythromycin therapy 
were instituted. All carriers on this service have 
been treated and cleared. In the general hospital 
personnel, the application of a multiple antibiotic 
ointment to the anterior nares appeared to reduce 
the original carrier rate. However, discontinuance 
of use of the ointment was followed by a sharp rise 
in the number of carriers. The importance of phage 
typing in studies relating to epidemiology, sensi- 
tivity to antibiotics, and pathogenicitv studies of 
micrococci is stressed. 

800 Ave. B. (Dr. Bass). 


This study was supported in part by the U. S. A. F. 
School of Aviation Medicine, Randolph Field, Texas. 

Cultures of phages and propagating strains of M. aureus 
were supplied by Dr. John E. Blair, Hospital for Joint Dis- 
eases, New York. Dr. Jack N. Baldwin of the Department of 
Bacteriology, Ohio State University, established the identity 
of our strain of M. aureus, phage type 81, 42B, 44A, with 
that reported by Shaffer and associates.” 
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TREATMENT OF CADMIUM POISONING WITH 
EDATHAMIL CALCIUM DISODIUM 


Lawrence H. Cotter, M.D., New York 


Cadmium is widely used in such industrial work 
as electroplating, aluminum soldering, and_ the 
manufacture of electrodes, and its use is increasing. 
Its toxic properties are well established. In 1955 
Bonnell’ and Kazantzis® published accounts of 
emphysema and proteinuria in men who produced 
copper cadmium alloys, and King* made an en- 
vironmental study of respiratory diseases in indus- 
tries where these alloys were employed. With B. H. 
Cotter, I described a series of patients who showed 
disturbances in liver, kidney, and bone marrow 
function as well as the classic pulmonary symptoms.* 
The British Ministry of Pensions and National In- 
surance has now ruled that workers exposed to 
cadmium fumes must be insured against both acute 
and chronic hazards. 

Studies on animals poisoned by graduated doses 
of cadmium and then treated with edathamil calci- 
um disodium (calcium disodium ethylenediamine- 
tetraacetate) have been carried out by Friberg.’ 
The present report is concerned with the results of 
similar treatment of three patients with cadmium 
poisoning. 


Report of Cases 


Case 1.—A 35-year-old chemist who worked for three 
months with finely powdered cadmium developed a hacking 
cough after one month’s exposure and about two weeks later 
developed digestive disturbances, with mild jaundice, and 
marked mental irritability. Physical examination showed a 
pale, slightly icteric young male adult. His respiration was 
rapid, and the mucous membranes of nose and pharynx were 
congested; there was incessant coughing, and crepitant rales 
were numerous at both bases. Blood cell count showed the 
hemoglobin level to be 13.2 Gm. per 100 cc. There were 
3,100,000 red blood cells and 4,000 white blood cells per 
cubic millimeter, with neutrophils 54%, monocytes 2%, 
lymphocytes 39%, eosinophils 4%, and basophils 1%. Urin- 
alysis revealed 2+ albumin and many red blood cells. Lab- 
oratory data are shown in the table. 

The patient was given 0.5 Gm. of edathamil calcium di- 
sodium (calcium disodium Versenate) as a pill every two 
hours while he was awake for a period of one week and re- 
turned for reexamination at the end of three weeks. He was 
then asymptomatic; his chest was clear and his color good. 
He said he felt better 24 hours after medication was started. 

Blood analysis showed a hemoglobin level of 14 Gm. per 
100 ce. and 4,100,000 red blood cells and 6,200 white blood 
cells per cubic millimeter, with neutrophils 68%, monocytes 
2%, lymphocytes 28%, eosinophils 1%, and basophils 1%. 
Urinalysis was negative. The patient was fitted with a suit- 
able mask and returned to work. 


Case 2.—This patient was a 44-year-old plater’s helper. 
His history was extracted with difficulty, as he was disorient- 
ed and antagonistic. He had been in good health till five 
years before admission, when he had rheumatic fever. He 
said he had been exposed to “metal fumes” for about six 
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A patient with cadmium poisoning may 
show disturbances in liver, kidney, and bone 
marrow function as well as the classic pul- 
monary symptoms. In addition there may be 
marked mental irritability. Cadmium intoxica- 
tion was treated successfully with the oral 
administration of edathamil calcium disodi- 
um. The mechanism of the process is replace- 
ment of the calcium ion in the chelating agent 
by a cadmium ion and the excretion of the 
chelate in a nonirritating form through the 
kidneys. There were no unpleasant side- 
reactions encountered in these patients, and 
oral administration of the drug proved ef- 
fective. 


months, and a diagnosis of lead poisoning was made by his 
doctor. At the clinic he was found to have uncontrolled dia- 
betes and was irritable to the point of violence. Physical 
examination was negative. 

Blood analysis showed a hemoglobin level of 14 Gm. per 
100 cc. and 8,650 white blood cells per cubic millimeter, 


with neutrophils 71%, monocytes 2%, eosinophils 1%, and 


Chemical Data on Patients Before and After Treatment 
by Chelation® 


Case 3 


Before After 
Blood sugart ............ 
Serun 

Nonprotein nitrogent 

Urie acidt 

Total cholesterolt 

Free cholesterol 

Cholesterol esterst 

Bilirubint 

Total Protein? 

Albumin} 

Globulin? 

Euglobulin} 

Pseudoglobulin? 

Phosphorus (mEq./liter) 

Alkaline phosphatase (Bodansky units) 

Cephalin flocculation ‘ 
Blood cadmium (10-2? mEq./liter)........ 0 3 0 
Urine cadmium (10-2 mEq./liter)........ 1.2 0 

* Chemical findings in case 2 were as follows: Blood sugar level 
177 mg. per 100 ec. before and 91 mg. after treatment; serum nonpro 
tein nitrogen level 35 mg. per 100 ce. before treatment; and blood cad 
mium tevel 0.012 mEq. liter before treatment and 0 after treatment 

+ Mg./100 ec 

$ Gm. 100 ce 


lymphocytes 26%. The urine contained 4+ glucose and a 
trace of albumin. Other blood findings are shown in the 
table. 

Treatment was instituted with insulin and 0.5 Gm. of 
edathamil calcium disodium given by mouth every two 
hours by day while the patient was awake. At the end of 
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two weeks his diabetes was under control and his urine was 
sugar-free. At this time he felt greatly improved and was 
able to answer questions coherently and write his name. 
In marked contrast to his first appearance, he was coopera- 
tive and agreeable. 


Case 3.—A 48-year-old male pigment mixer stated that he 
had used large quantities of cadmium sulfide in his work 
for a number of years. Two weeks previously he had gone 
to his doctor complaining of cough and was given penicillin 
injections, but without relief. On his admission, physical 
examination showed a red throat and a slight icteric tint. 
He had numerous rales at both lung bases and x-ray changes 
consistent with bronchopneumonia. 

Blood analysis showed a hemoglobin level of 12 Gm. per 
100 cc. There were 3,500,000 red blood cells and 3,100 
white blood cells per cubic millimeter, with neutrophils 44%, 
monocytes 2%, lymphocytes 52%, eosinophils 3%, and baso- 
phils 1%. The urine contained 4+ protein, with numerous 
hyaline casts. Chemical findings are shown in the table. 


NaO-C 


Structural formula of edathamil calcium disodium. 


The patient was given 0.5 Gm. of edathamil calcium di- 
sodium every two hours while he was awake during the day 
for a week, and then treatment was stopped for a week. 
By this time his cough was gone, his rales had disappeared, 
and his icterus had cleared. At this time laboratory findings 
revealed the hemoglobin level to be 13.2 Gm. per 100 cc. 
There were 4 million red blood cells and 4,200 white blood 
cells per cubic millimeter, with neutrophils 61%, monocytes 
2%, eosinophils 4%, basophils 1%, and lymphocytes 30%. 
Urinalysis was negative. He made a complete recovery and 
returned to his job. 

Comment 

The patients in cases 1 and 2 showed pronounced 
mental disturbances, and those in cases 1 and 3 
had respiratory symptoms, liver disturbances, and 
mild anemia. The striking features which all cases 
have in common are (1) a clear history of exposure 
to cadmium, (2) the recovery of cadmium from the 
blood, and (3) the immediate response to the 
chelating agent with the total elimination of cad- 
mium and a general sense of well-being. 
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The mechanism of the process is replacement of 
the calcium ion in the chelating agent by a cadmium 
ion (see figure) and the excretion of the chelate in 
a nonirritating form through the kidneys. There 
were no unpleasant side-reactions encountered in 
these patients, and oral administration of the drug 
proved effective. 

Chemical determinations of the amount of cad- 
mium in the blood and urine should be made in 
each case one week after the termination of treat- 
ment and medication resumed for another week, 
and this routine should be repeated until the patient 
is metal-free. The methed of cadmium determina- 
tion was described by Church." The use of dimer- 
caprol (2, 3-dimercaptopropanol) has been sug- 
gested in treatment manuals,’ but this is hazardous. 
The drug itself is toxic and causes unpleasant side- 
reactions and is also painful for the patient. Fatali- 
ties have been attributed to its use. 


Conclusion 


In three patients cadmium intoxication was 
treated successfully with the oral administration of 
edathamil calcium disodium (calcium disodium 
ethylenediaminetetraacetate ). 


48 E. 64th St. (21). 
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ETANUS.—Despite the advent of improved preventive and therapeutic meth- 
ods, the incidence of tetanus has shown little change. Important features of the 
mortality data are the frequency of tetanus deaths in nonwhites and among 
children under 28 days of age. Thirteen southern states accounted for nearly all of 
the neonatal deaths. A proposal is made for increased efforts of public health workers 
for universal active immunization in infancy. In addition, it is suggested that in areas 
where tetanus neonatorum is reported, that the incidence may be reduced by active 
immunization of the expectant mother.—N. W. Axnick, M.S., and E. R. Alexander, 
M.D., Tetanus in the United States: A Review of the Problem, American Journal of 


Public Health, December, 1957. 
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RESULTS OF MITRAL COMMISSUROTOMY 


CLINICAL STATUS OF TWO HUNDRED PATIENTS FIVE TO EIGHT YEARS AFTER OPERATION 


William Likoff, M.D. 


Joseph F. Uricchio, M.D., Philadelphia 


Interest in the surgical treatment of mitral ste- 
nosis has increased considerably since the first suc- 
cessful commissurotomy in 1948." Even at the out- 
set, before a realistic long-range assessment of the 
procedure was possible, it was clear that the oper- 
ation could be performed with a smaller mortality 
and morbidity than had been anticipated. Early 
experiences also indicated that commissurotomy 
could bring about immediate and rather remark- 
able changes in the symptomatology and pathophys- 
iology of mitral stenosis.* These results, however, 
were tempered by undeniable failures to attain the 
desired clinical goal and by complications which 
aggravated the basic disability. Sufficient time now 
has elapsed for a more precise evaluation of mitral 
commissurotomy. With this in view the status of 
the first 200 of our patients who survived the oper- 
ation for five to eight years is reported. 


Material 


The patients included in this study were operated 
on during a period extending from 1948 to 1952. 
Each suffered from mitral stenosis uncomplicated 
by any other major valve lesion. The left atrial ap- 
pendage was the only surgical portal used. 


Results 


Symptoms.—Dyspnea had been present in all the 
patients prior to operations. After surgery the 
symptom improved to a point where it no longer 
interfered with normal activity in 86%. In 33% 
shortness of breath did not occur after significant 
exertion. Only 1% observed that dyspnea was more 
severe than it had been preoperatively. Fatigue had 
been noted by all the patients. Significant relief 
was acknowledged by 85%. No change was record- 
ed by 13%, while 2% considered the disability ag- 
gravated. 

Hemoptysis had been experienced by 100 of the 
patients before surgery. Of these, 90% did not 
have a recurrence postoperatively. Improvement in 
degree of frequency was reported by 6%. No 
change was noted by the remainder. No single 
example of postoperative hemoptysis was encoun- 
tered in those patients who did not have the mani- 
festation previously. 


Associate Professor of Medicine (Dr. Likoff) and Junior Attending 
in Medicine (Dr. Uricchio), Hahnemann Medical College and Hos- 
pital. Drs. Likoff and Uricchio are both cardiologists at the Bailey 
Thoracic Clinic. 


The status of 200 patients who are living 
five or more years after mitral commissuroto- 
my is reviewed. In each the original condi- 
tion was mitral stenosis uncomplicated by any 
other significant valvular lesion. The data as 
to such symptoms as dyspnea and edema 
show that most of these survivors obtained 
significant relief, though some obtained no 
relief and a few experienced aggravation of 
their symptoms. Sixteen patients suffered 
from recurrent febrile episodes (postcom- 
missurotomy syndrome) within a year after 
the surgery, and all of them recovered. 
Fourteen pregnancies occurred, and 12 
ended in normal deliveries. Comparison of 
the cardiologic findings before and after 
operation showed that these findings do not 
always explain the symptomatic relief af- 
forded by the operation. It is concluded that 
even a modest increase in the size of the 
mitral orifice often affects the dynamics of 
the heart sufficiently to improve the subjec- 
tive status of the patient without necessarily 
affecting murmurs, cardiac size, or electro- 
cardiographic patterns. 


At least one embolism had occurred in 76 pa- 
tients prior to the operation. Only 3.9% suffered a 
recurrence after surgery. Two patients, represent- 
ing 1.6% of those who had not suffered from such 
a complication previously, experienced embolism 
after recovering from commissurotomy. 

Peripheral edema had been observed by 130 
patients. It did not reappear in 50% and was less 
severe in 31%. It persisted or increased in 19% of 
these patients. Edema appeared for the first time in 
14.2% of those who had never experienced the 
manifestation before operation. 

Objective Findings.—Each of the patients had 
had a normal blood pressure. Subsequent to sur- 
gery, 8% developed levels which persistently were 
greater than 150/90 mm. Hg. No change in cardiac 
rhythm was observed in 92%. In the remaining 8%, 
a normal sinus mechanism was replaced by atrial 
fibrillation. 
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In the majority of instances, the characteristic 
auscultatory events of mitral stenosis were not 
altered. The short, high-pitched first sound dis- 
appeared in only 29%. The mid-late diastolic mur- 
mur persisted in all but 8%. The intensity of the 
second pulmonic sound was reduced in only 28%. 
A significant apical systolic murmur developed for 
the first time in 37% of the patients after surgery. 
Although in some individuals the changes were 
quite remarkable (see figure), the size of the heart 
was reduced in only 15%. The cardiac size became 
larger in an equal number of patients. 

A change in the electrocardiographic pattern, 
suggestive of a diminution in the severity of the 
right ventricular hypertrophy, was recorded in 16%. 
Indications of increasing right ventricular hyper- 
trophy, beginning left ventricular hypertrophy, or 
of additional myocardial damage were discovered 
in 4% of the patients. In the remaining instances, 
the electrocardiographic tracings were unchanged. 
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at least one pregnancy prior to commissurotomy 
became pregnant again one or more times. Nine 
enjoyed normal deliveries. One aborted sponta- 
neously at three months without cardiac difficulty. 
The last patient developed heart-failure followed 
by an abortion at four months. 

Restenosis.—The mitral valve was considered to 
have restenosed in 5% of the patients included in 
this study. The diagnosis was established when 
left heart catheterization demonstrated a significant 
pressure gradient across the mitral valve during 
ventricular filling and when, subsequently, refusion 
of the commissures was observed at the time of re- 
operation. 

Functional Classification.—Seventy-two per cent 
of the patients improved to a point where their 
classification, according to the criteria of the Ameri- 
can Heart Association, could be downgraded. In 
25° such a change was not warranted. The remain- 


ing 3% required a more ominous classification. If 


Serial chest roentgenograms, extending over period of nearly seven years, for patient who was the first to be successfully oper- 


ated on for mitral stenosis. Note decrease in heart size. 


Complications.—Within a year after surgery 8% 
of the patients had suffered from recurrent febrile 
episodes in association with cough, precordial pain 
transmitted to the left shoulder, and pleural effu- 
sion. This syndrome has been termed the postcom- 
missurotomy syndrome. All these patients had 
normal antistreptolysin liters and negative blood 
cultures. 

The diagnosis of rheumatic activity was estab- 
lished clinically in 3%. Each of these patients had 
rather typical joint symptoms. The serologic studies 
for antecedent streptococcic infection, however, 
were positive in only a third of these individuals. 
Subacute bacterial endocarditis was confirmed in 
only one of the three individuals in whom it was 
suspected. The offending organism, a Streptococcus 
of the viridans group, responded promptly to treat- 
ment. 

Pregnancy.—Three patients became pregnant 
for the first time a year or more after surgery. Each 
delivered normally. Eleven patients who had had 


nonspecific, generic terms are employed, based on 
the patient’s self-appraisals, 28% were markedly, 
27% moderately, and 17% slightly improved; 25% 
remained unchanged; 3% became worse. 

Comment 


Mitral commissurotomy may be responsible for 
the clinical improvement which is sustained for a 
period of five to eight years. In this study, 8 of 
every 10 patients who had been dyspneic remained 
free of that disability; 9 of every 10 with hemopty- 
sis continued to be relieved; 5 of every 10 with 
edema did not suffer a recurrence. 

In the majority of these individuals, however, 
murmurs and abnormal heart sizes did not 
change. It was this curious paradox of symptomatic 
improvement, unsupported by objective evidence of 
benefit, that prompted early doubts about the effec- 
tiveness of the surgical treatment of mitral stenosis.” 
Indeed, the amelioration of symptoms has been 
attributed in the past to a fancied respite from 
reality.’ 
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Those who opposed this depreciating view ar- 
gued that, when patients have an intimate know]- 
edge of the preoperative format of their disease, 
they are well qualified to make accurate and re- 
liable comparisons postoperatively.” They also in- 
sisted that the changes in murmurs and_ heart 
size, slow to mature, ultimately would confirm the 
symptomatic response.* 

The current investigation places these opposing 
contentions in better perspective. The symptomatic 
improvement no longer can be attributed to a psy- 
chological reaction. Certainly the benefit accruing 
from faith alone should have been dissipated dur- 
ing the five to eight vears after surgery. Similarly. 
the dearth of objective changes cannot be ascribed 
to a slowly maturing process. The most gradual 
change should have developed in the long interval 
involved. A realistic appraisal of commissurotomy 
therefore, acknowledges that the procedure is ca- 
pable of accomplishing symptomatic relief without 
altering physical findings. 

The explanation must reside with the relation- 
ships which exist between the effective area of the 
mitral orifice and the symptomatic and objective 
manifestations of stenosis. For example, it is now 
established that a reduction in mitral valve cross 
sectional area from the normal of 4 to 6 sq. cm. to 
1.5 sq. cm. rarely produces specific cardiovascular 
symptomatology. On the other hand, further de- 
creases in valve area beyond this critical value of 
1.5 sq. em. invariably lead to the development of 
any or all of the wide spectrum of complaints asso- 
ciated with obstructive mitral valve disease. A sim- 
ilar correlation, however, has not been established 
between the effective valve area and the devel- 
opment of murmurs or an enlarged heart 

It is reasonable to suggest that commissurotomy, 
as practiced during the interval included in this 
study, generally accomplished a modest increase in 
the size of the mitral orifice. This attainment in- 
fluenced the dynamic pattern of the lesion sufficient- 
ly to alter the subjective status of the patient. The 
effect was too limited, however, to alter the objec- 
tive findings. 

Such a concept is supported by certain direct ob- 
servations. With the advent of combined right and 
left heart catheterization, commissurotomy has been 
observed to reduce the pressure gradient from the 
left atrium to the ventricle and to lower the pres- 
sure in the pulmonary artery significantly without 
necessarily affecting murmurs, cardiac size, or elec- 
trocardiographic patterns.” These patients obvious- 
ly have felt better but have continued to possess 
various diagnostic features of mitral stenosis. 

The events in those who developed restenosis 
also support this view. Each of the 10 patients in- 
itially obtained important symptomatic relief for a 
period varying from 22 to 41 months. However, 
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the cardiac findings were identical during the 
period of relative health and the time when the 
patients again deteriorated. 

In brief, dynamic studies and clinical histories 
reaffirm a fundamental tenet, namely, that the re- 
sponse to commissurotomy cannot be assayed in 
terms of the physical examination of the heart. 
This conclusion embodies a discreet criticism. If 
the technique was fully satisfactory in terms of the 
anatomic reconstitution of the stenotic valve, it 
would not be necessary to cite and explain the wide 
discrepancy between the symptomatic and the ob- 
jective response to surgery. If the effective valve 
area had been increased routinely to more than 
half the normal, probably the murmurs would have 
disappeared, and the problems of restenosis, resid- 
ual symptoms, persistent atrial fibrillation, and re- 
current embolization would have been of small 
importance. This realization prompts the continu- 
ing search for more effective surgical techniques, 
some of which now are being employed.’ 

The early critics of mitral commissurotomy had 
a point in emphasizing the inadequacies of the op- 
eration, but unfortunately they utilized these fail- 
ings to condemn the entire concept rather than to 
stimulate an improvement in the method by which 
it was activated. According to the present experi- 
ence the operation does not result in a high pro- 
portion of new morbidities more ominous than the 
lesion it was designed to correct. In this study the 
postcommissurotomy syndrome, rheumatic reacti- 
vation, and subacute bacterial endocarditis, listed 
as complications of surgery even though the latter 
two could have developed independently, account 
for additional disability only in approximately 1 of 
every 10 patients. A specific review of those who 
were considered worsened by the surgery revealed 
that this deterioration generally was the result of 
the inexorable progress of mitral stenosis rather 
than any new issue precipitated by the surgery. 


Summary 


After five to eight years the vast majority of pa- 
tients who have survived the surgical treatment of 
mitral stenosis justify the intervention on the basis 
of their symptomatic improvement. However, it is 
a fortunate fact that subjective relief results from 
a comparatively small anatomic correction, because 
most of the patients, retaining the physical hall- 
marks of their lesion, thereby offer incontestable 
evidence that the surgical techniques only partially 
relieve the obstruction at the valve site. Recogni- 
tion of this fact does not condemn the operative 
treatment of mitral stenosis but adds impetus to the 
search for techniques capable of increasing the size 
of the mitral orifice more extensively and with no 
added risk. 


249 N. Broad St. (7) (Dr. Likoff). 
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PARATHION RESIDUES AS A CAUSE OF POISONING IN CROP WORKERS 


Griffith E. Quinby, M.D., M.P.H., Wenatchee, Wash. 
and 
Allen B. Lemmon, A.B., Sacramento, Calif. 


From the early days of agricultural use of 
parathion (0,0-diethyl-0-p-nitrophenyl thiophos- 
phate ), it has been recognized that a potential haz- 
ard to the workmen exists “from the point of open- 
ing the bag to the ultimate possibility of a contact 
with material residual at thinning or suckering 
time.” ' Leach,” Haller,* and doubtlessly others rec- 
ognized the hazard to all workers—even those whose 
only exposure was in areas after application. Never- 
theless little attention was given to the hazard 
of contact with residual parathion. One difficulty 
pointed out by Kay and co-workers’ was the 
lack of suitable analytical methods for separating 
parathion residues from the plant products. More- 
over, all the deaths and the majority of the serious 
illnesses from parathion were associated with known 
direct exposures while mixing or applying the ma- 
terial or from relatively concentrated material left 
in a container. Such poisonings occurred sporadi- 
cally among many people so exposed. 

One instance of poisoning in harvesters to be 
described in this paper was known to have occurred 
as early as 1949. Though widely discussed, it has 
never been previously published. Other unpub- 
lished reports of similar poisoning have come from 
several states in this country and from provinces of 
Canada. When large groups of workers were in- 
volved, the pattern of illness sometimes suggested 
food poisoning or water-borne gastroenteritis. When 
small groups were involved, heat stroke was some- 
times suspected. When illness was recognized as 
poisoning, it was sometimes mistakenly attributed 
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The application of parathion as a pesti- 
cidal spray in fields and orchards leaves a 
residue that declines rapidly on most crops 
for the first few days and more gradually 
during a period of weeks. Persons not actu- 
ally engaged in spraying but working among 
trees and vines thereafter run a risk of 
poisoning that depends on a number of 
factors. Eleven episodes of poisoning from 
contact with parathion residues, involving 
more than 70 persons, have been analyzed. 
The crops involved were pears, apples, 
grapes, citrus fruits, and hops. The workers 
were engaged in picking, thinning, cultivat- 
ing, and irrigating. Absorption apparently 
was by the dermal rather than the respira- 
tory route. It was favored alike by the re- 
moval of protective clothing and by the per- 
sistent wearing of contaminated clothing. 
Certain weather conditions may have in- 
creased the likelihood of contamination. One 
episode involving 16 cases occurred 33 days 
after the spraying. Regulations intended to 
minimize the hazards of using parathion 
need to be reviewed with respect to the 
poisonings that have occurred from the per- 
sistence of toxic residues. 


to the inhalation of parathion vapor so that atten- 
tion was diverted from the major source of exposure 
(dermal). The earlier outbreaks were seldom 
checked by blood cholinesterase determinations. 
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A 1951 outbreak which was confirmed by chol- 
inesterase determination was summarized before a 
scientific meeting in 1952 by Conley.* On May 25. 
1951, 300 acres of vineyard near Delano, Calif. 
were sprayed at. the rate of 1.9 lb. of parathion per 
acre. On June 27, 33 days after application, 24 men 
were stripping and thinning the vines. None had 
had previous exposure to cholinesterase inhibitors 
After about seven hours of work, some became ill 
and ultimately 16 of the 24 developed symptoms and 
were hospitalized. The chief symptoms were head- 
ache, nausea, vomiting, diarrhea, miosis, weakness. 
and mild shock. Symptoms were relieved by doses 
of atropine 1/100 grain (0.6 mg.) administered at 
short intervals. Most were discharged from the hos- 
pital within 24 hours, one was hospitalized for three 
days. Blood samples taken on July 6 still showed 
“low” cholinesterase activities. On June 29, the 
leaves showed a residue of 8 ppm of parathion. 

Lieben and associates > described an outbreak of 
illness occurring in 1952 in 20 of 52 teen-age tobacco 
pickers in Connecticut. Although parathion poison- 
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Being aware of the logical possibility of excessive 
exposure from contact with residues, Braid and Dus- 
tan * carried out an excellent study of parathion resi- 
dues on immature peaches. They found that residues 
persist far longer on the fruit (half-life of 7 to 10 
days) than on the leaves (approximately 2 days) 
of the same peach tree. The authors mentioned 
“ill-effects supposedly due to residual parathion 
during thinning operations.” However, further in- 
vestigation “ revealed that the case histories of the 
two persons in question were so confounded with 
recent heavy spray exposures in both cases and 
with contradictory autopsy findings in one case that 
their interpretation is difficult. Bobb * reported resi- 
dues in two successive years on peach trees indi- 
cating a half-life of about two weeks on bark, but 
only 2% of the residue persisted on the leaves after 
one week. 

Report of Cases 


The following instances of parathion poisoning 


associated with direct exposure to residues are ar- 
ranged in chronological order and designated by 


TABLE 1.—Data on Parathion Poisoning in Crop Workers Exposed to Residues 


Location 
Marysville, Calif 
Highland, Cali 
Delano, Cali 
Oroville, Wash 
So. Okanagan Valley 

B. ¢ 
Riverside, Calif 
Riverside, Calif 
Entiat, Wash 
Manson, Wash 
Wenatchee, Wa 
Yakima, Wash 


Best data available reflecting weight 
+ One patient had had previous exposut 

ing was suspected, the authors presented some evi- 
dence that poisoning was not involved. No similar 
illness occurred in other camps. Blood cholinester- 
ase activities were normal in five of the exposed 
boys including three who were ill. There was no 
essential difference in the paranitrophenol excretion 
of the normal and the sick boys on the day after 
illness. Most important, the sick boys returned to 
work and showed no further illness although their 
level of paranitrophenol excretion ( presumably re- 
Hecting rate of parathion absorption ) approximately 
doubled during the next 10 days. In a related study, 
Schaefer and Vance ° have reported measurements 
of parathion residues on tobacco at different inter- 
vals after application. They mentioned that no 
proved illness due to skin absorption of parathion 
has come to the attention of the Connecticut State 
Department of Health among many thousands of 
workers, many of them children, while handling to- 
bacco leaves containing spray residues. 


the name of the town near which they occurred 
table 1). Direct study by one of us was possible 
in some cases. Other cases were brought to our at- 
tention long after they occurred. Thus the thorough- 
ness with which it has been possible to study the 
cases has varied. However, all of these cases give 
some additional proof to the conclusion already 
suggested by the literature, namely, that dermal 
contact with parathion residues can cause poison- 
ing under practical conditions of work. Such poison- 
ing apparently occurs more frequently than has 
been recognized before. 

In Marysville, Calif., on July 8, 1949, at 8 a. m. three 


crews of 30 men each began picking pears. Two of the 
crews picked in areas sprayed on June 27 (12 days earlier) 
with 2.5 lb. of parathion per acre. The other crew picked in 
a block sprayed on an earlier date. Residue analysis, done 
two days before the picking started, from the trees sprayed 
on June 27 showed only 0.00156 grains of parathion per 
pound of fruit (0.22 ppm). Picking had therefore been 
undertaken with reasonable assurance that residues were not 


high on the fruit. 


- 
Days Previous 
Pp Since Persons, No Exposure Effect or Response 
thior Last W hile Cholir to 
Yr Crop \etivity Aere Sprayed Exposed Spraying esternse \tropine 
.... 189 Pears Picking is No Yes 
1951 Citrus Cultivating s 1 l No Yes 
1051 Grapes Stripping ar thinning 33 No Yes Yes 
1952 \pples rhinning Y Nt Yes Yes 
19) Apples Chinning 2 Yes Yes 
105 Oranges Picking “ 16-19 11 No Yes Yes 
195; Oranges Picking 17 7(?) 7 Yes 
\pples Thinning during spraving 0 1 No Yes 
Apples Irrigating ) 1 No : 
1954 Apples Chinning No Ves Yes 
1955 Hops Picking ] 7+ No Yes Yes 
- 
- 
j 
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The day was hot and humid with little air motion. Onset 
of symptoms ranged from 12:30 p. m. to 8 p. m. Most of the 
men became ill between 2:30 and 4 p. m. By mid-afternoon 
a dozen pickers in the first two crews became ill and quit 
work. Some lay down and others left for their homes. Almost 
all those who were ill and who remained at the ranch began 
to vomit and were then hospitalized. By evening at least 
20 to 25 men had been to the hospital. Two were so sick 
that they had to be brought by ambulance. All but four 
vomited and retched continually. Temperatures were sub- 
normal, pulses fast, and the men perspired excessively. The 
four who did not vomit had vertigo. Pallor and weakness 
were also common symptoms. Two or three complained of 
twitching of the arm and leg muscles. 

The response of the patients to atropinization was striking. 
Within 20 to 25 minutes all improved and 10 men wanted 
to go home. Nine of the seriously affected were detained in 
the hospital for overnight observation. A few had repeated 
doses of atropine. All but two were released the next morn- 
ing. The diagnosis was acute parathion poisoning by inhala- 
tion. 

None of the pickers had had prior exposure to organic 
phosphates. None of the third crew picking in the orchard 
sprayed earlier had similar symptoms. All pickers had dif- 
ferent lunches and different sources of water. Some ate pears; 
others did not. 


TABLE 2.—Blood Cholinesterase Activities® in Orange Pickers, 
Riverside, Calif., 1952 


Case No. RBC Plasma 
0.11 0.18 
0.12 0.22 
0.20 0.22 
0.21 0.20 
0.21 0.38 
0.38 0.21 
0.39 0.29 
0.52 0.25 
0.54 0.38 
0.57 0.58 


* Modified Metcalf method in terms of micromoles per five micro- 
liters per 30 minutes. Normal ranges: rbe, 0.8-1.4; plasma, 0.3-0.5. 


On July 11 a sample of 100 leaves was taken for residue 
analysis from the plot sampled earlier. It showed 6.5 ppm 
or 0.0313 meg. per square centimeter of leaf surface. Four 
days later a sample of leaves showed 2.9 ppm or 0.0146 
mcg. per square centimeter of leaf surface, indicating the 
considerably greater amount and persistence of residues on 
leaves as compared with fruit. 

In Highland, Calif., a 22-year-old tractor driver disked a 
citrus orchard on the morning of May 30, 1951. The foliage 
of the low, closely set trees was dusty. Parathion had been 
applied eight days earlier and the orchard was still posted 
with warning signs. The driver brushed against the trees as 
he drove along. It was so hot and still that he removed his 
shirt. Although this man had had unrecorded previous ex- 
posure to sprayed foliage, at no time was he exposed to the 
process of spraying. At about 2 p. m., which was somewhat 
after lunch, the driver became violently ill. He called a 
nearby pest control operator who supplied the patient with 
atropine tablets and had the patient taken to the local hos- 
pital. Signs and symptoms included vomiting, abdominal 
cramps, sensation of feeling “numb all over,” and pinpoint 
pupils which still reacted to light and accommodation. His 
skin color was ashen, and mild cyanosis was present. Urine 
and blood studies, as well as physical examination revealed 
no other positive findings except 3+ mucus in the urine with 
two to four white blood cells per high power field and a 
trace of albumin. Upon admission, 1/50 grain (1.2 mg.) of 
atropine (1/200 grain [0.3 mg.] intravenously and the re- 
mainder intramuscularly) gave the patient an immediate 
sense of relief. The atropine furnished by the pest control 
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operator was lost or misplaced on the way to the hospital. 
The pupils dilated but some vomiting continued as long as 
two and one-half hours after admission. The patient slept 
soundly throughout the night, but when he awoke it was 
noted that his pupils were contracted again and other symp- 
toms returned. Another dose of atropine (1/100 grain [0.6 
mg.] subcutaneously) relieved him again and he required 
no further treatment. 

In Oroville, Wash., a 48-year-old orchardist sprayed his 
apple trees with parathion from June 13 to 20, 1952, at a 
rate of 2.25 lb. per acre. He started thinning in trees sprayed 
two days earlier. Seven days after starting to thin, he noted 
visual disturbances, was dizzy, and returned home where he 
became nauseated and vomited. He was seen to have pin- 
point pupils. He had heaviness of his legs and excessive 
sweating. His physician gave him atropine which afforded 
fairly immediate relief. Three weeks after this experience, 
the patient had a normal plasma cholinesterase activity but 
his erythrocyte value was 0.38 4 pH per hour by the Michel 
method.** 

In retrospect this patient had noted that four hours before 
the recognized onset of his illness, both he and his daughter 
had had a warning sign of twitching of the eyelids. The 12- 
year-old daughter had helped her father thin his recently 
sprayed orchard. Her only sign of illness was uncontrollable 
twitching of the eyelids four hours before the onset of her 
father’s illness; the significance of the twitching was not 
realized at the time. 

In South Okanagan Valley, British Columbia,'’ on Aug. 4, 
1952, four workers became ill after thinning in an apple 
orchard sprayed two days earlier with parathion. Their symp- 
toms suggested food poisoning but were relieved by atropine. 
Red blood cell cholinesterase activities three or four davs 
later ranged from 26% to 55% of Michel’s normal values; 
plasma activity was not determined. Cholinesterase deter- 
minations in six employees of the Department of Finance, 
whose only possible exposure was incurred while assessing 
the orchards, showed no such depletion. Six orchardists who 
had sprayed parathion for three years but without recent 
exposure had essentially normal cholinesterase activities. 

In Riverside, Calif., on Aug. 8 and 11, 1952, a 6-acre 
orange grove was sprayed at a rate of 12 lb. of parathion 
per acre. From 16 to 19 days after these applications, on 
Aug. 27, a crew of 30 men picked oranges from the dusty 
trees from about 6 a. m. to 2 p. m. No picker had had pre- 
vious exposure to an organic phosphorus insecticide nor had 
he picked on other sprayed areas. Seven men became ill a 
little after lunch; three others became ill later the same day; 
and another became ill the next day, making a total of 11. 
Symptoms were weakness, vomiting, and profuse perspira- 
tion. One man was almost unconscious; two were reported 
as hardly able to see. Ten of the men were hospitalized and 
treated with atropine. Their blood cholinesterase activities, 
apparently tested on the day of onset, were reduced (table 2). 

Again in Riverside, Calif., on July 6, 1953, seven orange 
pickers became ill while picking oranges and others had 
their onsets after returning home from work. The grove had 
been sprayed with parathion 17 days earlier. Three workers 
were so ill they were hospitalized overnight. Brief hospital 
records revealed symptoms of nausea, sweats, and abdominal 
cramps. Miosis was recorded for only one of the patients. 
This sign and other symptoms were relieved in all three 
cases by a single dose of 1/50 grain (1.2 mg.) of atropine. 
No cholinesterase determinations were done. 

The etiology of this group of cases might be hard to accept 
as parathion residues 17 days old were it not for the more 
completely documented episode described above, apparently 
due to residues 16 to 19 days old. Moreover, within the same 
month as the second outbreak at Riverside, a third outbreak 
was associated with 34-day-old residues, and another at 
nearby Bryn Mawr with 33-day-old residues, although the 
latter two outbreaks have not been described in detail for 
lack of clinical records. 
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In Entiat, Wash., in early June of 1953, a woman thinned 
apples for two days in an area being sprayed with 0.03% 
parathion (as water-wettable powder) at a rate of about 
2.25 Ib. per acre. Although she felt the spray hit her often. 
her greatest exposure was to residues, for some of the trees 
she thinned were still wet. During the morning of her second 


Tasue 3.—Blood Cholinesterase Determinations by Michel 
Method in Case of Parathion Poisoning (Entiat, Wash 


pH Hr 
Daves Since First Known Exy Plasina 
3 
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day of exposure, she became dizzy and unsteady. At lunch 
time she was not as hungry as usual. By 4 p. m. she was weak 
and vomiting. This condition continued throughout the night 
and next morning when she sought medical advice, at which 
time miosis was noted. Her blood cholinesterase activities 
were as shown in table 3 

The failure of the plasma cholinesterase activity to show 
any recovery for nine days and the recurrence of mild symp- 
toms of poisoning led the attending physician to suspect she 
had continued her exposure unintentionally or against medi 
cal advice 

In Manson, Wash... in 1954, a woman thought on each of 
two occasions that she was poisoned by malathion after 
spraying her flowers with two heaping tablespoonfuls of 25 
water-wettable powder in two to three gallons of water in a 
hand sprayer. Her exposures to malathion were on June 28 
and July 7, 1954. Each application was followed shortly by 
headache, nausea, and dizziness. She was under the mis 
impression that her husband and son had spraved the family 
orchard with malathion. Subsequent investigation revealed 
that the orchard and her garden (all in the orchard) had 
been sprayed with parathion at the rate of about 2.5 Ib. per 
acre, Although her memorv of details Was Th que stion, calen- 
dar records showed that she irrigated the orchard for the 
five days following the second covet spray of parathion on 
June 23. The weeds in the orchard were wet with the spray 
and later white with residues when she walked through the 
orchard five or six times daily changing sprinklers. She wore 
the same dusty “pedal pushers” throughout and her legs 
were bare half-way below the knees. The second illness was 
preceded by additional exposure to residues. 

In Wenatchee, Wash., during the first week in June, 1954, 
five persons related by blood or marriage began thinning 
apples from 1 to 10 hours per day for six days a week. On 
June 24, four of the five showed moderate symptoms of or- 
ganic phosphorus poisoning while the fifth exhibited only 
muscle twitchings of the eyelids. The exposure, symptoms, 
and cholinesterase activities of the five exposed persons are 
shown in table 4. 

For four days before the onset of the symptoms, all five 
people had been thinning in trees sprayed from 32 to 108 
hours previously. On the day of onset, they had thinned in 
an area sprayed three days earlier. Although no analyses of 
residues on leaves and fruit were performed, the degree of 
exposure was evidenced by the fact that visible amounts of 
white powder were noted on clothing and arms. 

The spray used was 0.13% parathion applied at the rate 
of about 2.25 Ib. of actual parathion per acre. The exact 
dates of scattered light rains while the thinning was in 
progress are uncertain. However, all informants recalled that 
there was some “sprinkle” heavy enough to cause them to 
stop work one day. Another day they continued to thin in 
a light rain. On one occasion one of the thinners, an older 
boy, continued to thin after he removed his shirt because 
of the heat. He was one of the two ill enough to require 
medical treatment. 
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One of the patients was hospitalized over night and im- 
proved on a dosage of 1/100 grain (0.6 mg.) of atropine 
every two to three hours during the night. She was dis- 
charged the following morning but relapsed and had to be 
given atropine again later in the day. The other treated pa- 
tient was given considerable relief by a single dose of 1/100 
grain of atropine. 

In Yakima, Wash., on Aug. 31, 1955, two pilots from a 
commercial airplane dusting service applied a total of about 
7 tons of 4 and 5% parathion dust on four different hop 
farms, totaling 289 acres, at the rate of 50 Ib. per acre (2 to 
2.5 Ib. actual parathion). This high concentration was used 
iust before harvest ina desperate ellort to « hec k mite damage 
to the valuable crop. The application was repeated about 48 
hours later on Sept. 2 with 4% parathion dust. ( After these 
heavy applications, both pilots became severely affected. ) 
At least six hop pickers were mildly poisoned by handling 
the crop which the pilots had recently dusted. Some rumors 
were current that there were many (up to 60) other mild 
untreated illnesses among other pickers. Under the circum- 
stances, the investigator of this outbreak (G. E. Q.) felt that 
partial credence must be given to these rumérs 

Five of the six investigated illnesses were associated with 
treatment of a single field. Picking had started Aug. 24, but 
no illness occurred among pickers until Sept. 1, the day after 
the first dusting with 5 parathion. On that day a crew of 
seven pickers renewed the harvest of hop vines. The pro- 
cedure involved the cutting of the vines first at the ground 
level and then from the supporting wires about 15 ft. over- 
head. The vines dropp d onto the bed of the picking vehicles 
where they were caught by the pickers who then placed the 
ends of each vine into clamps on a carriage belt which car- 
ried the vines into a shredder. Vines frequently fell on the 
pickers, and their blue denim clothing became white with 
dust. The air around the pickers was cloudy with the dust. 

A 19-vear-old daughter of the manager of a hop farm was 
one of a crew of seven hop pickers which included her sister 
and five others, most of whom were Mexican itinerant farm 


Fante 4.—Parathion Poisoning in Family Group Engaged in 
Thinning Fruit at Wenatchee, Wash., 1954 


( holinesterase 
pH Hr.* 
(‘ase Age Symptoms Day o Plas 
No Vr Sex EXpostire Onset Date RBC ma 
Thinning 10 Hiceups, nausea, vor O14 
hr. day tor iting. sweating, weak- 6 26 O29 O24 
t days in ness, shortness of 629 O40 0.36 
rrehard breath, headache OA 0.99 
spraved numbness o Is O61 
or twitching eyelids and 
davs eartier =cles 
tachveardia, miosis 
2 14 M Same as Nausea, vomiting “on 0.320 0.94 
nhove sweatin heart con 713 0.46 0.66 
twitching eyelids 
3 33 F Same as Giiddiness, almost 6% 029 O24 
® ibove ainted, sweats, nau- 713 O44 0.64 
sea, Wweukness, SiS OM 
twitching evelids 
i ’ M Thinning 4 Twitehing eyelids 
hr., irrigat 
ing 4 hr 
Th M Thinningt Natisea, headache 6% 02% 0.16 
twitehing evelids 7B OAL OR 
S18 O48 O60 
* Michel method 
+ Also applied parathion May 2 and md June 1, 1954 


laborers. Picking was begun in the field behind the home of 
the girls’ parents. The convenient location was doubtlessly 
somewhat responsible for the decision to pick in that field 
rather than one dusted some days previously. About 4 p. m. 
on Sept. 1, the girl had to stop work and came into her 
mother’s house sweaty, nauseated, and vomiting. Her mother 
described the ashen pallor as “green.” The retching which 
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followed the vomiting lasted about four hours. There were 
sweats and chills. Retrospective questioning revealed that 
uncontrollable twitching of the eyelids was the first symptom 
or sign. After the girl had vomited continually for some time, 
the mother suspected the cause of the illness and called a 
physician. He prescribed atropine. One tablet was taken and 
vomited. However, the second tablet taken four hours later 
was retained. The patient recovered and felt well enough to 
go back to work again on Sept. 5 in the same field. She was 
made ill again by her reexposure, and vomiting was the only 
recalled sign. 

The 21-year-old sister of this patient worked two days 
longer than her sister before becoming ill on Sept. 3. Pre- 
sumably all work was in the same field, which was dusted for 
the second time Sept. 2. As with her sister, the first sign was 
twitching of the eyelids. This was followed by nausea, vom- 
iting, and chills. She and her sister had both complained of 
the odor and taste of parathion while working in the dust. 
She was given atropine orally at home but was unable to 
retain the tablets. Vomiting was so severe that she was hos- 
pitalized for three days. Atropine, 1/150 grain (0.4 mg.) 
in 1,000 ce. of 5% dextrose given intravenously, stopped the 
vomiting. The dose of atropine was repeated intramuscularly 
in six hours. She was also given one dose each of pheno- 
barbital and meperidine (Demerol) as a sedative. On the day 
she was discharged from the hospital, she fainted and fell 
while in a store but required only bed rest to recover. 

A 17-year-old Mexican itinerant laborer was the third 
person of the crew of seven who showed signs of poisoning. 
On Sept. 3, he complained of dizziness, followed by per- 
spiration, nausea, vomiting, and pain in the chest. He was 
noted to have pinpoint pupils. He collapsed while on the 
picking machine and was taken to a hospital. He was relieved 
by atropine, 1/150 grain (0.4 mg.) given subcutaneously. 
The cholinesterase activity of his whole blood was reduced 
as measured by the bromothymol blue screening test (Wolfsie 
and Winter) '' and the blood showed hemoconcentration. 

The fourth sick crew member, a 30-to-40-year-old Mexi- 
can woman, was seen vomiting on Sept. 1. No other history 
was obtained, probably because of the inability of the 
woman to speak English and because the significance of the 
illness was not realized at that time. 

The fifth sick crew member, a young Mexican male, was 
noted to have been ill on Sept. 3 “just like the four others” 
but was not seen by a physician nor any English-speaking 
person who made any careful observations of the patient. 
He recovered spontaneously and shortly afterward left the 
state. 

While working with another crew on the same farm where 
the five pickers had become ill, a young Mexican hop picker 
fainted while on a picking machine. The date of onset of his 
symptoms could not be ascertained except that they occurred 
between Sept. 4 and 8. He was taken to one of the physicians 
who had seen several cases of parathion poisoning during the 
year. There were no signs noted in fragmentary office rec- 
ords. Since a bromothymol blue screening test on Sept. 8, 
1955, showed “normal activity” and the patient had recov- 
ered from his syncope, he was returned to the hop farm. 

The second of the four hop farms dusted by the two pilots 
previously mentioned produced one case of poisoning on 
Sept. 4, 1955. The foreman on this farm stated that no other 
pickers were ill. The superintendent of the four hop farms 
and the physicians concerned with the care of the employees 
knew of no illnesses occurring in connection with the other 
two farms. 

A young Mexican hop picker was brought into a physi- 
cian’s office in a small town away from the medical center 
where the group of poisoning cases had been recognized. 
On Sept. 4, after considerable vomiting, he had collapsed 
while on a hop-picking machine. When first seen he was 
pale, nauseated, and vomiting. He collapsed in the doctor’s 
office after complaining of cramps and abdominal pain. That 
same morning he had felt perfectly well. He was hospitalized 
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and treated as a suspected food poisoning case even though 
there was no diarrhea. When his abdominal cramps became 
somewhat localized in the right lower quadrant and the 
white blood cell count was found to be elevated, he was 
seen by a surgical consultant and followed for possible ap- 
pendicitis. However, this consultant had attended one of the 
sisters who had been poisoned on the other farm. When he 
noted that the pupils were smaller than normal and only 
poorly reactive, even late in convalescence, he considered 
this to be another case of parathion poisoning. Earlier ob- 
servations on the size of the pupils had not been made. The 
patient recovered from marked weakness during four days in 
the hospital. 
Comment 


Mild poisonings have been caused in workers 
thinning, picking, cultivating, or irrigating crops of 
apples, pears, grapes, oranges, and hops treated 
with 1 Ib. or more of parathion per acre. Several of 
the known instances of poisoning involved exposure 
to foliage or fruit sprayed not more than two days 
earlier. However, contact with pear trees, citrus 
trees, and grape vines caused poisoning as much as 
12, 17, and 33 days, respectively. after application 
of parathion. In general, the episodes of poisoning 
involving old residues are not so well documented 
as those involving residues not more than two days 
old. 

On the other hand, the episode occurring at De- 
lano, Calif., in 1951, 33 days after the vineyard had 
been sprayed was thoroughly investigated, and the 
cause of illness was confirmed by low cholinsterase 
values and relief of symptoms by atropine. More- 
over, the causal relationship was further supported 
by the finding of a residue of 8 ppm of parathion on 
the leaves. That there might be considerable varia- 
tion from crop to crop as to the dangerous period 
after spraying is to be expected from the fact that 
there has been a similar difference between crops 
demonstrated in regards to the persistence of par- 
athion residues.'*? Though no half-life is reported 
for grape foliage, the above-reported residue of 8 
ppm 35 days after application is far greater than 
would be expected on most crops, and yet citrus 
fruit has been reported to retain parathion for a 
half-life of 60 to 80 days.'** 

The physician who attended the men poisoned at 
Marysville, Calif., in 1949, and other physicians 
have attributed the poisoning to parathion vapor 
and laid heavy emphasis on the respiratory route of 
exposure. The preoccupation with vapor is evident 
in several attempts to measure the respiratory ex- 
posure of workers.'* Considerable note was also 
made of the high temperatures to which poisoned 
workers have been exposed. 

Although it is true that the vapor pressure of 
technical parathion doubles with a rise of tempera- 
ture from 68 to 79 F, the vapor pressure even at 
103 F is only 1» Hg, which is capable of producing 
at most a concentration of only 15 mcg. per liter of 
air. It would seem most unlikely that workmen 
would be subjected to such saturated air for pro- 
longed periods if at all. On the other hand, all thin- 
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ners and harvesters have extensive contact between 
the fruit and their hands and less extensive contact 
between their arms and other parts of their body 
and the foliage. 

In an attempt to measure such exposure Batche- 


lor ‘* persuaded apple thinners to wear cotton 
I 


gloves, respirators, and absorbent pads during their 
thinning operations. In general the recovery from 
gloves was several times as much as from the arms 
as calculated from the absorbent pads, and the re- 
covery from the respirators was below the sensitivity 
of the method. Batchelor and Walker '* and Culver 
and co-workers '*® have also shown that the skin is 
the principal route of absorption even during actual 
spraying or aerosol operations. Therefore, it seems 
reasonable to presume that dermal contact is more 
important than inhalation in explaining the ex- 
posures resulting in the poisonings described above. 
Apparently no one has succeeded in reasonably 
estimating the importance of the oral exposure re- 
sulting from eating, drinking, or smoking without 
washing the hands or from eating fruit while har- 
vesting. 

The role of temperature in the etiology of these 
outbreaks is apparently still undetermined. One 
might speculate that sweating in response to high 
temperatures produced a layer of moisture on the 
skin which made parathion adhere more easily and 
perhaps facilitated absorption of the compound. 
Certainly it was recognized that high temperatures 
and humid working conditions did cause some 
workers to remove their shirts and otherwise dis- 
regard protective clothing, thus increasing the area 
of skin exposed. However, occurrence of most of 
these outbreaks during hot weather may merely be 
a reflection of the fact that most crop operations 
from which the poisoning episodes ensued are 
normally carried out during the relatively warm 
summer months. 

In several of the earlier episodes the occurrence 
of light rains just prior to the outbreaks of poisoning 
caused some workers to believe that moisture on the 
recently sprayed foliage increased the amount of 
the residue that was transferred from the leaves 
onto the skin. The absence of such meteorological 
conditions before some other outbreaks certainly 
implies that, if it is a factor at all, rain or moisture 
on the crop is not essential to poisoning. 

One other exposure factor was contaminated 
clothing. Most of the laborers who do thinning and 
similar agricultural tasks wear their work clothing 
for about a week or longer without laundering. The 
white dust and odor of parathion were noted on 
the clothing of many of those who became ill. Pro- 
longed wearing of contaminated clothes increases 
the likelihood of poisoning. 

One striking feature of the group of outbreaks 
described in this paper is the physical nature of the 
crops implicated thus far. All had foliage at least 
chest high. This may imply that workers are poi- 
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soned in this way only when dusted or bathed. in 
the dilute residues practically from head to foot. 
After seven years of using this insecticide, the lack 
of poisonings from residues deposited on much 
lower row crops appears significant. 

The clinical picture in this type of poisoning pro- 
duced only by residues on the foliage of plants 
was somewhat different from that in most cases 
produced by exposure during spraying or dusting. 
The chief difference was one of relative mildness so 
that the onset tended to be more gradual and the 
entire course more benign. No doubt the relative 
mildness of this type of organic phosphate poisoning 
has caused many physicians to attribute such ill- 
nesses to causes other than the insecticides to which 
the crop workers were exposed. Because of the 
paucity of published reports of poisoning by resi- 
dues, physicians have heretofore tended to insist 
on a history of direct exposure to sprays, concen- 
trates, or dusts before giving serious consideration 
to a diagnosis of parathion poisoning. 

The epidemiologic picture of poisoning produced 
by residues differs strikingly from the picture of 
poisoning produced by exposure to concentrates, 
sprays, or dusts. In connection with residue poison- 
ing, it has frequently happened that a large pro- 
portion of the persons exposed became sick. In 
poisoning after direct exposure to formulations, 
it is unusual to have more than one or two cases 
among any group of workers. 

It is obvious that regulations and recommenda- 
tions which have been promulgated to prevent oc- 
currence of such episodes are not only justified in 
purpose but probably need review, modification, 
and improved enforcement if such incidents are to 
be prevented. 

Summary 


Mild poisoning has followed exposure to residues 
of parathion on several kinds of crops (pears, 
grapes, hops, citrus fruits, and apples) among agri- 
cultural workers engaged in picking, thinning, cul- 
tivating, and irrigating. The lack of a direct exposure 
history incidental to the application of parathion is 
not necessarily grounds for ruling out intoxication 
by this compound. The route of absorption of par- 
athion most likely to produce poisoning of this type 
appears to be dermal rather than respiratory. The 
relatively mild poisoning—frequently in groups— 
from exposure to parathion residues differs from 
the usually more severe cases—generally sporadic— 
resulting from direct application procedures. 


Addendum 


Since this article was submitted for publication 
one more incident has occurred which appears to 
be due to parathion residues. In Wenatchee, Wash., 
four cases of mild poisoning occurred on June 18, 
1957, in the same group of five people exposed in 
1954 (table 4) and two others. For about two 
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weeks they had been thinning apple trees with resi- 
dues estimated to be two to five days olds. The most 
severely ill patient (case 1) in the 1954 outbreak 
had a similar but less severe symptom picture as in 
her prior experience. Her eyelids and those of 
three co-workers had twitched uncontrollably for 
two days prior to occurrence of faintness, nausea, 
vomiting, and difficulty in breathing. Her nephew's 
observation of pinpoint pupils in this patient is 
open to question, since this sign was never ob- 
served during her two-day hospitalization. How- 
ever, her blood cholinesterase activity about 48 
hours after onset was still at a level at which 
symptoms of poisoning might be expected to occur 
(0.26 4 pH per hour for red blood cell count and 
0.23 A pH per hour for plasma). One other woman, 
who had not been thinning in the 1954 outbreak, 
had her onset about 18 hours later with a similar 
clinical picture. Both women were partially relieved 
of symptoms by single doses of atropine several 
hours after onset, but each had a recurrence of 
vomiting and other symptoms the following day. 
A third woman co-worker had twitching of the 
eyelids and “cold sweats” at nights for a period of 
several days as well as dizziness, weakness, and 
“weak stomach.” A fourth co-worker had only 
twitching of the eyelids for about the same two-day 
period, as did his co-workers. In addition to the 
recognized dermal and respiratory exposures inci- 
dent to thinning the trees, one of the patients (case 
1) used her teeth about twice a day to loosen the 
adhesive tape with which she protected her fingers 
from excessive friction. 
P. O. Box 73 (Dr. Quinby). 
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scrotum. When a testis is palpable out of the scrotum, the differential diag- 


| Oa TESTES.—There are several explanations for an empty 


nosis of retracted testis versus undescended testis must be considered. The 
patient with a retracted testis is not a candidate for either medical or surgical 
therapy. The patient with an undescended testis can be helped only surgically. The 
descent of the testis is accomplished by a series of embryonic changes which are 
completed before birth. An undescended testis is a congenital defect representing 
an arrest in fetal development at about 20-24 weeks. The prime indication for 
surgery in the patient with an empty scrotum bilaterally is to prevent certain sterility. 
Added to this are the indications for the correction of a unilateral defect which 
include psychological factors, prevention of injury to the testis, correction of a con- 
comitant hernia, the possibility of eventual malignant change, and the possible 
functional usefulness of a second gonad.—C. E. Koop, M.D., Observations on Unde- 
scended Testes, A. M. A. Archives of Surgery, December, 1957. 
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DELIRIUM TREMENS 


REDUCTION OF MORTALITY AND MORBIDITY WITH PROMAZINE 


Francesco A. Figurelli, M.D., Jersey City, N. J. 


In the management of delirium tremens and 
other alcohol-induced syndromes, it is my routine 
practice to withdraw alcohol abruptly and to con- 
trol excitement with promazine [10-(3-dimethyl- 
aminopropyl)-phenothiazine] hydrochloride. This 
compound possesses pharmacological properties 
similar to those of chlorpromazine * but exhibits 
less toxicity. The chemical structure is the same for 
both agents except that in the chlorpromazine mole- 
cule a chlorine atom is present at the second posi- 
tion on the ring. The chlorine radical is now recog- 
nized as unnecessary for adequate ataraxic effect. 
Elimination of chlorine from the promazine mole- 
cule is believed to account for the absence, in 
promazine treatment, of the pronounced depressive 
and other undesirable reactions characteristic of 
the chlorinated compound. 

Having gained confidence in oral use of proma- 
zine during the early part of my investigation,’ | 
now control the delirious patient with the inject- 
able form; since July 1, 1956, I have used larger 
doses than those at first employed. Oral dosage is 
used for maintenance therapy after the initial agi- 
tation has been checked. Additional medicaments 
and supportive measures are administered through- 
out the course as indicated by the complications 
present. 

Delirium tremens, one of the most critical com- 
plications of the alcoholic debauch, for decades 
has been considered an abstinence psychosis. 
Gradual withdrawal of alcohol, therefore, has been 
advocated as a therapeutic measure as well as to 
prevent development of the syndrome after severe 
and prolonged inebriation.’ However, my observa- 
tions in treatment of about 21,000 cases of alcohol- 
ism over the past 15 years, which have been de- 
scribed in part in a preliminary report,’ are in 
agreement with the findings of others,* including 
Piker,” who stated that in the great majority of pa- 
tients delirium tremens develops during the drink- 
ing episode. Piker found that in only a few of the 
10,000 alcoholics treated each year in one large 
metropolitan area did delirium tremens occur after 
admission when consumption of alcohol had been 
abruptly discontinued. It seems more likely that 
toxic,” infectious,” and traumatic® complications 
may play a far more significant role in the produc- 
tion of the psychotic reaction. Lemere’ has em- 
phasized that prolonged heavy drinking can pro- 

Director, Department of Psychiatry, Medical Center of Jersey City. 


Read before the Institute on the Medical Aspects of Alcoholism, 
Jersey City, N. J., March 30, 1957. 


Delirium tremens was treated in 180 
patients. In 173 the onset occurred while the 
patient was actively drinking; in 7 it occurred 
] to 48 hours after admission to the hospital. 
This fact conflicts with the teaching that 
delirium tremens is a withdrawal syndrome. 
Treatment in uncomplicated cases consisted 
of the complete withdrawal of alcohol and 
the administration of promazine hydro- 
chloride. Experience led to a program con- 
sisting of an initial intramuscular injection of 
200 or 300 mg., a second injection of 100 
mg. within four or less hours, and oral ad- 
ministration of 100 mg. four times a day for 
maintenance thereafter. In the last 87 cases 
there have been no deaths. The prompt con- 
trol of delirium, shortened period of hospi- 
talization, and lowered mortality contrast 
sharply with the prolonged illness and mor- 
tality of 10% associated with older methods 
of treatment. 


duce permanent impairment of the central nervous 
system. It is conceivable that irreversible damage 
to the brain cells may contribute to the onset of 
delirium tremens during or after acute inebriation 
in patients with a long history of alcoholism. 


The Present Study 


One hundred eighty consecutive patients (160 
males, 20 females, a ratio of 8 to 1) were treated 
for fully developed delirium tremens in 187 admis- 
sions dur*ng the period from Jan. 1 to Nov. 5, 1956. 
All were actively drinking on admission. One hun- 
dred seventy-two (96%) were admitted in active 
delirium. Eight (4%) were acutely inebriated, trem- 
ulous, agitated, and sweating profusely and went 
into delirium 1 to 48 hours later. 

Six male patients had multiple admissions in 
delirium tremens during this series. Five were ad- 
mitted twice: two within 6 weeks, one in 2 months, 
one in 3 months, and one in 17 weeks. One, 39 
years old, was admitted three times in three months. 
Many of the others had a previous history of de- 
lirium tremens, some having required hospitaliza- 
tion several times a year for a number of years. 

Seventy-three per cent of the males were white 
and 27%, Negro. Of the males, the youngest was 
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19 years old and the oldest 73. Thirteen were 27 
to 29, 40 were in the 30’s, 51 were in the 40's, 37 
were in the 50's, 15 were in the 60's, and 4 were 
more than 70 years old. The median age was 
46 years. 

Sixty-six per cent of the females were white and 
34%, Negro. Of the females, the youngest was 24 
years old and the oldest, 69. Five were in the 20's, 
nine in the 30’s, and two in the 40's; one was 55, 
and three were in the 60’s. The median age was 
40 years. 

Ninety per cent of the males and all of the 
females had been born and raised in the United 
States. Of the remainder, six patients had come 
from Ireland, two from Scotland, two from Poland, 
and one each from Canada, Italy, Puerto Rico. 
Germany, and Palestine. 

Fifty per cent of patients were suffering from 
various and often multiple organic or traumatic 
complications, or both; there were also seven 
psychotic patients (one had Korsakoff’s psychosis ) 
and two were known epileptics (these had been 
picked up on the street in convulsions). Two males 
(27 and 55 years old) had been admitted after at- 
tempted suicide. Several others were known to have 
suicidal tendencies. The complications present in 
these patients will be described in a subsequent 
report. 

Medication.—The first 44 patients treated for de- 
lirium tremens in this series (admitted during the 
period from Jan. 1 to March 15, 1956) were man- 
aged by conventional methods; for those treated 
during the following month, orally administered 
promazine * was substituted. On April 16 we began 
administering promazine parenterally, individualiz- 
ing the dose according to the condition of the pa- 
tient and his response to the first injection. 

Treatment was begun with an intramuscular in- 
jection of 100 mg. on admission, followed by a 
second intramuscular dose of 50 mg. four hours 
later. On July 1 the initial injection was increased 
to 200 mg. followed by a second injection of 100 
mg. in four hours or earlier if required. A few 
violently combative patients received 300 mg. 
initially, after which 100 mg. was administered in 
four hours. 

After we began to administer promazine, by 
mouth or parenterally, no barbiturates, paralde- 
hyde, or other hypnotics were used. An intramus- 
cular injection of barbiturates and paraldehyde 
had been given to one patient, without effect, in 
the medical ward before transfer to the psychiatric 
department. One received an injection of niketha- 
mide, another was treated with an anticonvulsant 
for grand mal seizures, and a diabetic received 
infusions of glucose and saline solution. Four pa- 
tients suffering from pulmonary infections were 
treated with sulfonamides. Nine who were in 
serious condition from organic or traumatic com- 
plications (cirrhosis of the liver, pneumonia, kidney 
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disease, and head injuries) received 2 to 28 injec- 
tions of corticotropin (ACTH) in doses of 20 to 40 
units, in association with the smaller parenteral 
doses of promazine (100 mg. on admission and 50 
mg. in four hours). 


Results 


Most of the patients were adequately controlled 
and soon fell into a sound, but not stuporous, sleep 
after the first injection of promazine. They fell 
asleep more promptly on the 200-mg. dose, and 
even the most violently agitated slept at least four 
hours. After the second injection the patient was 
usually quiet throughout the ensuing eight hours. 

All but three patients were maintained, after two 
doses by injection, on oral medication alone, at 
first in dosages of 50, then 100 mg., four times a 
day. One patient, however, required four intra- 
muscular injections of 100 mg. on the second hos- 
pital day, while for another patient three injections 
of 200 mg. were necessary on the second day, after 
which maintenance dosage of 400 mg. daily by 
mouth was sufficient. The third was a 28-year-old 
man with severe complications who had emerged 
from his delirium after the first injection of 200 mg. 
and had remained mentally clear for three days on 
oral therapy but who relapsed on the fourth day. 
He required additional parenteral treatment, in 
dosages of 200 mg. initially, then 400 mg. daily, for 
four days. Delirium tremens then subsided; how- 
ever, intramuscular injections totaling 400 mg. daily 
were continued for two additional days, at the end 
of which time he was discharged. 

A large percentage of the patients in this series 
recovered from delirium tremens in the first 24 
hours and the great majority in 48 hours. Duration 
of delirium ranged from eight hours to nine days. 
(The patient with Korsakoff's syndrome, in whom 
delirium continued for 9 days, was transferred to 
a mental hospital on the 12th day.) The over-all 
average duration of delirium, including instances 
in which severe medical and surgical complications 
contributed to persistence of symptoms, was three 
and one-half days. (Under conventional manage- 
ment duration of delirium tremens averages about 
seven days.) 

A total of seven patients relapsed on the second 
to fourth day after delirium had cleared in the first 
24 hours. In four patients symptoms recurred after 
abdominal operation or surgical treatment of in- 
juries and in one after an accidental blow on the 
head, and in two patients recurring symptoms were 
associated with severe organic disease. 

Total length of hospitalization in the psychiatric 
department ranged from 24 hours (for patients 
whose delirium had cleared in 8 hours) to a maxi- 
mum of 12 days (these were patients with compli- 
cating illnesses who were then transferred to other 
departments for further medical treatment or sur- 
gery). The over-all average length of hospitaliza- 
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tion in the psychiatric department was four and 
one-half days. (Formerly the patient with delirium 
tremens was hospitalized for periods of two weeks 
to one month and usually required maximum re- 
straint and constant attention.) 

An important observation was the greatly re- 
duced incidence of extremely high temperatures. 
Whereas formerly it was not unusual to encounter 
temperatures of 107 to 108 F (41.7 to 42.2 C) in 
patients with delirium tremens, excessively elevated 
temperatures (108 F) occurred in only three in this 
series, an incidence of 0.2%. On admission all three 
were acutely ill with pulmonary infections, and one 
died of pneumonia on the fourth hospital day. 

The most surprising finding was the dramatic 
reduction in mortality. The death rate from de- 
lirium tremens under conventional treatment has. 
in my experience, averaged about 10%.’ Of the 44 
patients treated by routine methods in the early 
part of this series (Jan. 1 to March 15), 4 died, 
which conforms to the average mortality. 

From the time we began to use promazine, in 
mid-March, until Nov. 5, 1956, there were 143 ad- 
missions in delirium tremens with 6 deaths (a 
mortality of 4.5%). Two county physician's cases, 
in which the patients were moribund on arrival 
and died within a few hours, have not been in- 
cluded. 

Ninety-four of the 143 admissions took place after 
July 1, when administration of larger parenteral 
doses of promazine was begun. Since that time, 
there has been one death (in a 44-year-old man 
suffering from multiple complications), or a mor- 
tality of 0.6%. From the date of this death (July 16) 
to Nov. 5, 87 of the 143 consecutive admissions for 
delirium tremens took place; all cases were severe, 
with complicating conditions in about 50%. Proma- 
zine was used in larger initial and repeat doses by 
injection, with larger oral doses for maintenance. 
There have been no deaths in this group. 

The nine patients who received corticotropin in 
the first three days of delirium, in association with 
the smaller parenteral doses of promazine, ap- 
peared not to experience additional benefit from 
the hormonal treatment. Four died on the fourth 
to eighth day, of pulmonary or renal infection or 
liver cirrhosis. In the remainder, hormone treat- 
ment appeared to exert no influence on the dura- 
tion of delirium over and above that produced by 
promazine. The ninth patient, who had relapsed 
on the fourth day after an initial response to 
promazine, improved promptly on increased pa- 
renteral dosage of promazine (200 mg. initially, 
followed by 100 mg. intramuscularly four times a 
day until his discharge two days later). 

My experience with corticotropin in delirium 
tremens, therefore, coincides with that of others *; 
I cannot confirm the early reports of phenomenal 
benefit from corticotropin in alcoholic psychoses. 
Control of the delirious patient appeared to be the 
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result of the quieting action of the ataraxic. No 
corticotropin has been used in management of pa- 
tients with delirium tremens after the dosage of 
promazine was increased. 

Throughout treatment we encountered no pre- 
cipitous drop in blood pressure and no evidence 
of orthostatic hypotension (which was formerly a 
problem with chlorpromazine medication); as the 
agitation of the patient subsided, elevated pressures 
returned to normal levels. With the patient under 
full control, nausea and vomiting (with the at- 
tendant danger of aspiration) were eliminated; thus 
pulmonary complications were reduced. We saw 
no hyperventilation after the initial response to 
injection, and no cardiac failures occurred after 
parenteral treatment was begun. Hepatic coma has 
not developed during the course of medication. 
despite the severe cirrhosis present in many of these 
patients. 

Gastrointestinal disturbances did not recur after 
initial control of vomiting, which in several was 
acute at the time of admission. All were able to 
start eating as soon as their confusion cleared suf- 
ficiently to permit them to appreciate food. No skin 
rashes or other evidences of sensitivity occurred in 
either the patients or the attendants handling the 
drug. 

Comment 


None of these patients, on discharge from the 


psychiatric department, showed any evidence of 
tremulousness or other typical sequelae of delirium 
tremens. Those who were not detained in other 
wards or transferred to mental institutions or to 
police custody were referred to their family phy- 
sicians or various agencies for supervision of 
maintenance medication and rehabilitative meas- 


ures. 

Ideally, rehabilitation begins in the psychiatric 
ward. The attendant represents the first point of 
contact between the patient and normal living. We 
believe that hospital personnel should be trained 
to begin teaching the alcoholic as soon as he has 
regained mental clarity and is able to be active 
on the ward. 

Under the present program, with delirium con- 
trolled by promazine, the patients are less difficult 
to manage and need less supervision and none of 
the time-consuming nursing procedures previously) 
used. Therefore, attendants are not exhausted, as 
in former years, by the unremitting demands on 
their time and strength imposed by violently de- 
lirious patients, and they have more interest in 
rehabilitative activities. 

Summary and Conclusions 

One hundred eighty consecutive patients were 

treated, in 187 admissions, for fully developed de- 


lirium tremens during the period from Jan. 1 to 
Nov. 5, 1956. All were actively drinking on admis- 
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sion. Ninety-six per cent were admitted in delirium; 
4% went into delirium 1 to 48 hours later. The first 
44, admitted from Jan. 1 to March 15, 1956, were 
treated by conventional methods. (Duration of de- 
lirium averaged about seven days and of hospital- 
ization from two weeks to one month.) 

Oral medication with promazine hydrochloride 
was begun on March 16, and parenteral treatment, 
in moderate dosage, on April 16. On July 1, the 
initial injection was increased to 200 mg. (or 300 
mg. if required), followed by a second injection of 
100 mg. in four hours or earlier. Oral doses, first 
of 50, then of 100 mg., four times a day, were ad- 
ministered for maintenance. The death rate with 
conventional treatment was 10%. The over-all mor- 
tality with promazine treatment, both oral and 
parenteral and in all dosages, was 4.5%. After the 
practice was started of giving larger parenteral 
doses initially and larger oral maintenance doses, 
the mortality fell to 0.6%. From July 16 to Nov. 5, 
there were 87 consecutive admissions with no 
deaths. 

The most economical, to hospital and patient, of 
all methods for treatment of delirium tremens, 
medication with promazine enables more rapid 
control of delirium, eliminates the prolonged and 
more expensive therapeutic measures which for- 
merly were the only recourse, simplifies the duties 
of ward personnel, reduces the hospital stay, and 
permits earlier return of the patient to gainful 
occupation. 

88 Highland Ave. (6). 


The promazine hydrochloride used in this study was sup- 
plied as Sparine hydrochloride by Wyeth Laboratories. 


J.A.M.A., Feb. 15, 1958 
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HE BREATH IN ACUTE LEUKEMIA.—It is well known that a fetid breath 

may be found in patients with leukaemia in association with lesions of the upper 

alimentary and/or respiratory tracts. These lesions may be gum hypertrophy, 
petechiae and ecchymoses, or oozing of blood, gingivitis and mucosal ulceration, and 
necrosis. The smell is presumed to arise from the bleeding and from secondary in- 
fection. Over the last few years some patients have been seen in whom acute leu- 
kamia was accompanied by a peculiar sweet odour of the breath resembling that of 
a freshly opened corpse, but not associated with clinical involvement of the gums, 
mouth, or upper respiratory or alimentary tract. . . . In 6 out of 73 cases of leukaemia, 
the peculiar sweet-smelling breath was of value in reaching a tentative diagnosis of 
acute leukaemia after a clinical examination only. So far as I am aware, this physical 
sign has not been described previously in its present context. This may well be due 
to the fact that halitosis is usually associated with obvious lesions in the upper res- 
piratory and/or alimentary tract, and/or with abnormal physical signs elsewhere 
suggesting the diagnosis. The abnormal breath at present under discussion does not 
appear to be related to enlargement of the liver, spleen, or lymph nodes, to the hamo- 
globin level, to the total leucocyte count, or to the blast-cell count. A sweet, slightly 
fecal odour likened to the smell of mice or to a freshly opened corpse has been 


described in hepatic failure . . 


. but in none of the present cases was there clinical 


evidence of such a state.—E. K. Blackburn, M.D., The Breath in Acute Leukemia, 


British Medical Journal, Jan. 19, 1957. 
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A total of 283 patients with a diagnosis of testic- 
ular malignancy was studied and treated at the 
Roswell Park Memorial Institute from 1922 through 
1956. The therapy of these tumors had undergone 
an evolutionary change during this 33-year period. 
In 1948 Sauer and associates’ published the re- 
sults of therapy for 202 of these tumors treated by 
orchiectomy and x-ray. During World War II in- 
terest was revived in retroperitoneal lymph node 
dissections in the hope of improving end-results. 
This seemed to be most beneficial in germinal 
tumors other than seminomas. Although the results 
in the first 202 cases treated by orchiectomy and 
x-ray were as good as those in any comparable 
series reported to that time, we felt that in the 
cases of embryonal carcinoma, teratocarcinoma, 
and choriocarcinoma better results might be 
achieved with the addition of a lymph node dissec- 
tion. Therefore, it was decided to include a radical 
retroperitoneal lymph node dissection in all germi- 
nal tumors other than seminomas. During the period 
from 1949 to mid-1953, 59 cases of testicular 
carcinoma were seen. Of this number, 22 were 
seminomas; 18, embryonal carcinomas; 17 terato- 
carcinomas; and 2, choriocarcinomas. Radical 
retroperitoneal lymph node dissection was done on 
23 patients whose lesions were considered operable. 
The remaining tumors were seminomas, treated by 
orchiectomy and x-ray exclusively, or inoperable 
teratocarcinomas, embryonal carcinomas, and 
choriocarcinomas, which had orchiectomy and x-ray 
therapy for palliation. 

It is the purpose of this study to record and 
evaluate the results in the 59 cases treated with 
orchiectomy, retroperitoneal lymph node dissection, 
and/or external irradiation. Certain comparisons 
will be drawn from the series of 202 cases treated 
by orchiectomy and/or x-ray only. However, it is 
appreciated that true statistical significance is not 
possible because of the large variation in numbers. 


Historical Review 


Retroperitoneal lymph node dissection for malig- 
nant tumors of the testis has not been widely ac- 
cepted by urologic surgeons in this country. In 
1901, Roberts,’ of Philadelphia, operated transperi- 
toneally to remove the retroperitoneal lymph nodes 


From the departments of urology and radiation therapy, Roswell 
Park Memorial Institute, and the Department of Urology, University of 
Buffalo School of Medicine. 


Read before the Section on Urology at the 106th Annual Meeting 
of the American Medical Association, New York, June 5, 1957. 


MANAGEMENT OF TESTICULAR TUMORS 


William J. Staubitz, M.D., Imre V. Magoss, M.D., Oscar J. Oberkircher, M.D. 
Melbourne H. Lent, M.D., Fred D. Mitchell, M.D. 


Walter T. Murphy, M.D., Buffalo 


The course of testicular tumors was studied 
in 59 patients treated by orchiectomy and 
x-ray. Of the 59 tumors, 22 were seminomas. 
Metastases to the para-aortic lymph nodes 
were found in 19 (32%) of 59 cases, includ- 
ing 7 (32%) of 22 in the seminoma group. 
The seminomas were treated by orchiectomy 
and x-ray only; the remaining tumors were 
treated similarly with the addition (if metas- 
tases were not extensive and the case was 
operable) of retroperitoneal lymph node 
dissection. A review of the status of these 
patients four years after operation showed 
14 (64%) of the 22 patients with seminoma 
and 15 (41%) of the 37 patients with other 
testicular tumors living and well. The addi- 
tional retroperitoneal radical lymph node 
dissection appears to improve the survival 
rate of the embryonal carcinomas and tera- 
tocarcinomas. 


in a patient with metastases, but the patient died 
several days later of peritonitis. In 1906 Cunéo,* of 
France, reported a successful operation of this type. 
In 1917 Hinman reported a successful retroperi- 
toneal lymph node dissection, and in 1919 he re- 
ported five successful cases. However, poor end- 
results did not appear to justify continuance of the 
operation. Improved techniques in radiation therapy 
helped to cause urologic surgeons to discontinue 
this rather extensive surgery. 

Soon after World War II there appeared reports 
from several major centers where radical retroperi- 
toneal lymph node dissection was used as adjunct 
therapy to postoperative irradiation. Lewis,” in re- 
porting on 250 cases in 169 of which radical 
retroperitoneal node dissections were done without 
operative mortality, suggested radical surgery in 
all cases which would require, after orchiectomy, 
irradiation with more than 1,000 r. This would 
include the seminoma group, although Lewis con- 
cluded that simple orchiectomy plus irradiation was 
probably sufficient therapy. Cahill® and Kim- 
brough,’ in reporting separate series of cases, each 
concluded that radical retroperitoneal lymph node 
dissection plus irradiation was indicated as the 
therapy in all tumors of the testis of germinal origin. 
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Pathology 


The varied classifications and terminology of 
numerous investigators of the older literature 
seemed contributory to the state of confusion in the 
therapy of testicular tumors and the analysis of 
end-results. Friedman and Moore,* who had an op- 
portunity to analyze probably the largest number of 
cases from the Army during World War II, offered 


Fig. 1.—Photomicrograph of seminoma showing fairly uni- 
form, rounded cells containing stippled nuclei; there is a 
moderate amount of lymphoid stroma (x 100). 


to the clinician a great service in presenting a 
simple classification based on four fundamental 
structural types, or mixture of one or more types, 
with prognosis determined by the most malignant 
element found in combination. In adopting the 
principles of the Friedman-Moore classification, it 
was found that all tumors in this series fell into 
four distinct histological groups—seminoma, embry- 
onal carcinoma, teratocarcinoma, and choriocarci- 
noma. This was also the classification used by Sauer 
when he reported on the first 202 cases of this 
series. The 59 cases of the second series were 
distributed as follows: seminomas, 22 (37.29%); 
embryonal carcinomas, 18 (30.53%); teratocarci- 
nomas, 17 (28.81%; and _ choriocarcinomas, 2 
(3.38% ). The same pathologists reviewed the slides 
of both series, and the following criteria, as set 
forth by Sauer and associates ' in the earlier part 
of this study, were used to differentiate the tumor 
types. 
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Seminomas.—Seminomas are monocellular tumors 
which consist of rounded polyhedral cells (fig. 1). 
Clear cytoplasm is the rule, but variants with dark- 
staining cytoplasm may occur. The hyperchromatic 
and irregular nuclei are usually centrally located, 
and their chromatin is evenly distributed. Semino- 
mas grow in solid sheets, although a pseudo- 
glandular appearance may be simulated as a result 
of separation of tumor masses by trabeculation of 
connective tissue. Lymphoid stroma may be absent 
or present in various amounts within the tumor 
bed. 

Embryonal Carcinomas.—Embryonal carcinomas 
are tumors composed of embryonal-tvpe cuboidal 
or columnar cells which are larger than those of 
seminomas (fig. 2). The nuclei are large, their 
location within the cell varies, and their chromatin 
is distributed in irregular masses. The differentiated 
part of the tumor is glandular in character, often 
assuming papillary formation; however, the un- 
differentiated areas are found to grow in_ solid 
sheets. In many cases, embryonal carcinoma is as- 


Fig. 2.—Photomicrograph of embryonal carcinoma show- 
ing cords and tubules of anaplastic hyperchromatic cells 
(x 100). 


sociated with seminomatous tissue. Both cell types 
may then be found growing apart or closely inter- 
mingled. It is commonly observed that embryonal 
carcinoma invades seminomatous tissue aggressive- 
ly, while it is found that seminoma respects tissue 
planes as it enlarges. Also, choriocarcinomatous 
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elements may be associated with embryonal car- 
cinoma or with embryonal carcinoma plus 
seminoma. 

Teratocarcinomas.—Teratocarcinomas present the 
complex picture of adult teratomas associated with 
a variety of malignant cell groups (fig. 3). The 
teratoid elements may occur in conjunction with 
either seminoma, embryonal carcinoma, or chorio- 
carcinoma and also in combination with embryonal 
carcinoma plus seminoma. 

Choriocarcinomas.—Choriocarcinomas present a 
distinctive picture. (Fig. 4). They are comprised 
of compactly packed cytotrophoblastic cells and 
giant multinucleated syncytial structures which 
form an abortive reproduction of the placental 
villi. Extensive necrosis and areas of hemorrhage 
are often encountered in this type of neoplasm. 


Symptoms 


The symptoms of testicular malignancy varied 
greatly. In general, they could be divided into 
local symptoms and distant symptoms due to 
metastasis. 

Local Symptoms.—Of the local symptoms, pain- 
less enlargement of the affected testis was the most 
common. Many patients noticed the painless en- 


Sib 


Fig. 3.—Photomicrograph of teratocarcinoma showing 
adult cartilage and a focus of embryonal carcinoma ( xX 


100). 


largement of the testis while bathing and had no 
other symptoms. The majority did not investigate 
further at the time because there was no pain, but 
they became worried when the testis became still 
larger and then sought medical advice. Discomfort 
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usually became evident as the weight of the testis 
caused traction of the spermatic cord. Some of the 
tumors were somewhat tender and painful from the 
start. 

Distant Symptoms.—Distant symptoms were 
varied, and the prognosis was usually more guarded 
when they were present. Some young men pre- 


Fig. 4.—Photomicrograph of choriocarcinoma showing 
syncytial trophoblasts with marked variation in the nuclei 
containing coarse clumps of chromatin (x 100). 


sented with enlargement of the left supraclavicular 
lymph node. Soon involvement of other lymph 
nodes usually became evident. Some patients pre- 
sented with metastatic pulmonary lesions. In this 
regard, it is always well to remember that, when 
metastatic lesions are found in the lungs of young 
men, the testes should be thoroughly investigated 
for a small tumor. Some patients presented with 
a mass in the abdomen, due to enlarged, matted 
lymph nodes, and the testicular tumor was found 
secondarily. Constant back pain was the chief com- 
plaint of several patients. Later, weight loss and 
loss of appetite were present. 


Diagnosis 


The diagnosis is evident in some cases and rather 
difficult in others. A careful history is essential. A 
history of gradual painless enlargement of the testis 
proper is suggestive. On examination, the affected 
testis is usually enlarged, hard, and heavy. It is 
often smooth but may be irregular or nodular. The 
size varies greatly on the first examination. The 
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outstanding signs are the firmness and the increased 
weight. The hardness involves the testis proper, 
and the epididymis may usually be palpated sep- 
arately. However, the epididymis may be involved 
in the spreading mass. The spermatic cord is usual- 
ly not involved by palpation, but the spermatic 


Fig. 5.—Pyelogram showing bilateral displacement of 
ureters by metastatic para-aortic lymph nodes. 


cord may be thickened and nodular. The inguinal 
lymph nodes are not involved except in advanced 
cases when the tumor has spread to the scrotal skin. 

The abdomen is carefully palpated for lymph 
node masses. Intravenous pyelograms are done to 
demonstrate possible deviation or obstruction of 
the ureters by retroperitoneal lymph node metasta- 
sis (fig. 5). Presence of hydronephrosis may be 
noted. The lungs are x-rayed for pulmonary 
metastasis and for mediastinal masses. All lymph 
node areas are carefully palpated. 

One of the most difficult cases to differentiate is 
chronic nonspecific epididymitis, especially when 
the urine is clear and the prostate and the seminal 
vesicles are normal. Several cases apparently began 
rather acutely, and tumor was suspected only after 
several months of nonimprovement with therapy 
for epididymitis. Exploration is necessary in these 
cases. A thick-walled hydrocele is also difficult to 
differentiate. It is well known that a hydrocele may 
conceal a tumor of the testis. 

Tuberculosis of the testis has a tendency to be- 
come adherent to the scrotal skin with sinus forma- 
tion. Also, the prostate and the seminal vesicles are 
usually involved with induration and irregularity. 
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The urine usually shows pus cells. However, some 
cases in which there was suggestion of a tumor 
proved to be tuberculosis of the testis and epididy- 
mis. Biopsy in suspected cases is contraindicated. 
In suspected cases there should be the usual 
inguinal incision with high ligation of the spermatic 
cord at the internal inguinal ring. 


Metastasis 


The para-aortic lymph nodes were the most 
common site of metastasis in the 59 cases of testic- 
ular tumor herein reported; metastases to this site 
were present in 19 cases. The lungs were the next 
most common metastatic site, and metastases to this 
site were present in 13 cases ( fig. 6). Table 1 shows 
the location of the metastases according to various 
tumor types and also the number of tumors to 
each site. 

Of the 59 patients with testicular tumor, 30 had 
metastases at the time when they were first seen 
or developed them later. Thirteen, or 43%, of these 
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LUNGS } wl 19 OR 32% 


130R 22% | 


TOTAL NUMBER 
WITH METASTASIS 


30 CASES OR 51% 


Fig. 6.—Diagram showing common sites of metastasis in 
59 cases of testicular tumors. 


patients with metastases developed them in less than 
six months after the first symptoms of tumor ap- 
peared. The rest of the metastases showed up at 
various longer intervals. Table 2 shows the rela- 
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tionship between the onset of symptoms referable 
to the tumor and the time of diagnosis of the 
metastasis. 

Tumors of the testis may metastasize through 
two routes—lymphatic and hematogenous. The 
lymphatics from the testis run along the spermatic 
cord and empty in the region of the common iliac 
and para-aortic chain. The commonly involved 
nodes in our cases were the para-aortic, mediastinal, 
and supraclavicular; some groups of nodes located 
along the course of the lymphatic spread might be 
skipped. One of the most commonly involved 
groups of lymph nodes is that which is found close 
to the midline in the angle formed by the renal 
pedicle and the great vessels. Supraclavicular nodes 
may be involved through thoracic duct drainage 
Blood-borne metastases appear less often and usual- 
ly later than the lymphogenous metastases and are 
usually found in the lungs. Other locations for 
hematogenous spread are the liver, adrenals, kid- 
neys, pancreas, brain, and bones. 

Of 250 cases reported by Lewis’ in 1948, 
metastases were found on admission in 43% of the 
patients and developed later in 28%. In the series 
which Friedman" reported in 1950, 21% of 107 
seminomas metastasized, 14% of 7 teratomas 
metastasized, and 65% of 123. teratocarcinomas 
metastasized. In 156 patients who had _ radical 
retroperitoneal lymph node dissections, 47, or 30.3%, 
had metastatic tumor. The frequency of metastasis 
is greater the more anaplastic the primary tumor 
Usually the metastases are of the same cell type 
as the primary, but occasionally a different type 
of tumor is found in the metastases. 


Treatment 


It is generally agreed that the treatment of 
testicular tumors depends on the following factors: 
the structural pattern and biological behavior of 


TaBLE 1.—Location of Metastases According to Tumor 
Types and Number of Tumors to Each Site 


Fimbry 
onal Terato- Chorio 


Total Semi Curei earei carci 
Series noma noma noma 
(a9 (is (2 
Site Cases) Causes Cuses) Cases) Cases) 
Para-aortic lymph nodes 19 7 6 4 2 
Lungs . 13 6 
Groin and spermatic cord 1 1 0 
Left supraclavicular lymph 
Mediastinum ............... 5 3 1 1 0 
Liver 2 1 1 0 0 
Bones 2 1 1 0 0 
Oareinomatosis ..........+. 6 1 1 


the primary tumor and the presence, absence, or 
extent of metastatic disease. Removal of the primary 
tumor immediately after diagnosis is always indi- 
cated regardless of its histological pattern and the 
presence of metastatic disease. The orchiectomy 
should be performed through an inguinal incision 


and the cord freed, ligated, and amputated at the 
level of the internal inguinal ring. After this, the 
testis and cord are removed en masse. 

When one acknowledges the differences in bio- 
logical behavior of the various testicular tumors, 
the fact that lvmphatic metastasis occurs in high 


TaBLe 2.—Relationship Between Onset of Symptoms and 
Time of Diagnosis of Metastasis According 
to Tumor Type 


Total Embry 
Series onal Terato- Chorio 
(59 Semi Carei earei earei 
(cases) noma noma noma noma 
- (22 (18 (17 (2 
Time Lapse No Cases) Cases) Cases) Cases 
Under 6 mo 13 43 0 
12 mo 4 13 1 1 1 
YP. 3 WwW 2 0 
3 Ww 1 1 1 
Over ae ) 17 1 4 0 


Undetermined » 7 1 1 0 
Total 100 


* Thirty patients represented 51% of total series with metastasis 


frequency is undisputed. Whether the best treat- 
ment to the regional lymphatics consists of radical 
surgery, irradiation, or a combination of both is 
controversial, but all seem agreed that it is ad- 
visable to treat the lymph zones routinely despite 
the fact that metastasis may not be clinically 
evident. 

In the evaluation of therapy, whether it be ir- 
radiation or radical surgery, it is of the utmost 
importance to judge the quality of treatment given. 
Inadequate irradiation or surgery will give inade- 
quate and poor results. If a retroperitoneal lymph 
node dissection is attempted through a_ limited 
abdominal incision and only the iliac and lower 
para-aortic chain is removed, the results will differ 
markedly from a lymph node dissection through a 
transthoracic incision, where the exposure of the 
renal pedicle and great vessels is excellent and 
dissection of the entire renal pedicle and great 
vessels to the internal abdominal ring is possible. 

Selection of patients for the radical retroperi- 
toneal lymph node dissection done in this series 
depended on the following criteria: 1. The primary 
tumor showed embryonal carcinoma, teratocarci- 
noma, or choriocarcinoma. 2. There was no radio- 
logic or clinical evidence of widespread metastasis. 
A transthoracic retroperitoneal approach was used 
in all cases. Through this route the retroperitoneal 
space was entered. A thorough palpation of the 
great vessels above the renal pedicle was done. If 
lymphatic metastases were found in this area, the 
tumor was considered inoperable, and the pro- 
cedure was discontinued. If, however, no metastatic 
disease was found above the renal pedicle, then a 
thorough unilateral dissection of lymphatic and 
areolar tissue of the renal pedicle was done and 
was continued down the great vessels to the internal 
abdominal ring. Dissection also included the 
spermatic vessels. After postoperative recovery, ex- 
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ternal irradiation was given to all patients. Defini- 
tive treatment for seminomas consisted of 
orchiectomy and external irradiation. The inoper- 
able tumors were treated by means of orchiectomy 
and external irradiation for palliation. 


Radiation Therapy 


Before surgery of the regional lymphatics became 
popular, routine irradiation of the para-aortic and 
iliac chain from the diaphragm to the external 
inguinal ring was done after the orchiectomy. In pa- 
tients without demonstrable metastasis, the therapy 
was first directed to the upper abdomen (para- 
aortic-renal vein area). At its completion, should 
an x-ray examination of the chest be negative, 
irradiation would then be given to the lower ab- 
domen and pelvis. If on first examination metasta- 
ses were present in the chest or the supraclavicular 
area, these regions would be irradiated first, fol- 
lowed by irradiation to the abdomen and pelvis. 
The mediastinal and supraclavicular areas are 
rarely involved except in advanced cases; hence, 
so-called prophylactic irradiation to these areas 
may be omitted. Should a patient present with an 
inguinal, femoral-triangle, pelvic, or abdominal 
mass and should there be no higher clinically 
symptomatic tumefaction, irradiation would be 
directed to the field needing the most urgent 
treatment. 

The irradiation dose for the seminoma is 3,000 r 
in 19 to 23 days; for the other histological types it 
is 5,000 to 5,500 r in 38 to 52 days. Although a pure 
seminoma tumor will usually regress favorably with 
a total dose of 2,000 r within 12 to 16 days, it is a 
practice at this institute to give a tumor dose of 
at least 3,000 r in these cases within 19 to 23 days. 
Experience has demonstrated that many of these 
tumors have cell components of embryonal carci- 
noma not only in the primary tumor (if searched 
for) but in the metastatic lesions (even though the 
histological report of the primary tumor revealed 
only seminoma ). The cells of embryonal carcinoma 
may sometimes be radioresponsive. The actual time 
period will depend upon the quality of irradiation 
used and the ability of the patient to tolerate the 
irradiation. Frequently a longer time period is re- 
quired for the irradiation of the upper abdomen 
than is required for comparable tumor doses to be 
delivered to the lower abdomen-pelvic area. Some- 
times the total] tumor dose has to be increased 
slightly in order to compensate for an increased 
time period of delivery. 

In order to deliver the tumor dose, a multiple fixed 
beam technique must be used. In seminoma, it is 
usually possible to give the dose by two directly op- 
posing anterior and posterior fields, even with con- 
ventional equipment (half-value layer [hvl] 0.9 
mm. Cu [200 kvp] to hvl 5.0 mm. Cu [400 kvp]). 
However, when the higher tumor dose (5,000 r) 
is needed, a multiple converging field technique 
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must be used. In this instance, it is best to use 
radiation qualities of at least hv] 2.5 mm. Cu or 
higher. Most patients today are treated with a half- 
value layer of 5.0 mm. Cu (400 kvp) or a half- 
value layer of 7.6 mm. Pb Mvp). 

In so-called prophylactic or postlymphadenec- 
tomy cases, the upper abdominal tumor field should 
extend from the diaphragm to the level of the 
superior brim of the pelvis. It should extend 6 cm. 
lateral to the center line on the involved side. The 
anterior and posterior borders of the tumor field 
should be 3 to 4 cm. in front and back of the vena 
caval-aortic level. The tumor field of the lower 
abdomen and pelvis should extend from the level 
of the pelvic brim to the external inguinal ring. It 
should border at a line 2 cm. lateral to the center 
line on the uninvolved side and 10 cm. lateral to 
the center line on the involved side. The tumor field 
should be considered to be mainly the site of the 
external and common iliac lymph nodes. 

With the radiation dose delivered in most cases 
of seminoma there is little irradiation to the kid- 
neys, since the directly opposing fields may be kept 
narrow enough to minimize such an occurrence. 
However, with the greater tumor doses for other 
histological types, necessitating converging field 
techniques in order to deliver suitable high dosage 
to the para-aortic area, there results an appreciable 
amount of irradiation to the kidneys. With the em- 
ployment of accurate dose plotting and low-surface- 
dose increments to all fields daily, the biological 
effect of the irradiation delivered to the kidneys 
proper is minimized. In patients fortunate enough 
to have permanent tumor control, there have been 
few instances of clinically evident complications of 
the kidneys. 

The daily tumor increment may be larger for 
lower abdominal-pelvic fields than for upper ab- 
dominal fields because of the better tolerance of 
the patient for lower abdominal irradiation. This 
fact usually necessitates a slightly longer over-all 
time period for upper abdominal irradiation. The 
actual skin-dose increment depends upon the de- 
sired tumor-dose increment and other factors, such 
as thickness of body, quality of radiation, focus- 
skin distance, and number, size, and angulation of 
fields. The same principles hold true for mediastinal 
irradiation. Therapy for supraclavicular adenopathy 
is practically always through one skin field with the 
beam directed toward the superior mediastinum. 
The size of the treatment field would depend upon 
the amount of pathology but should be at least 6 
by 8 cm. Surface-dose increments of 3,000 r are 
usually used and are repeated daily until total sur- 
face doses of 3,000 to 5,400 r have been given within 
12 to 26 days. This total dose depends upon his- 
tological diagnosis and depth of tumefaction; e. g., 
seminoma would receive the lesser amount. Me- 
tastatic lesions in the lung (or elsewhere), which 
would not fit into the scheme of treatment already 
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outlined, would be individualized according to lo- 
cation, size, extent, and pathology of the lesion. 
However, should extensive lung metastases from 
embryonal carcinoma be irradiated, the total tumor 
dose must be kept around the same level, because 
greater volume irradiation would not usually be 
tolerated. 


End-Results 


The end-results obtained in our series of 59 pa- 
tients with testicular malignancy, are summarized 
in table 3. Twenty-nine patients are alive and well; 
26 died of disease; 3 died of other causes; and 1 
patient was lost trace of. This represents an over-all 
cure of 49.1%. All patients have had at least a four- 
vear follow-up. 

Seminoma.—A total of 22 patients had diagnosis 
of seminoma (table 3). All of these were treated 
by orchiectomy and external irradiation. Fourteen 
of these 22 patients, or 63.6%, are alive and well. 
The remaining eight patients had clinical evidence 
of metastasis at the time of admission; seven of 
these died within an average of 12 months; one pa- 
tient did not come back for follow-up examination. 


Paste 3.—End-results of Treatment of Testicular Tumors in 
Fifty-nine Patients 


Ove 
Aliy Died Died o otal all 
and Dis Other Series Sur 
Well euse (Causes, Lost vival, 
lype of Tumor No No No No. No 
Seminoma ese 7 1 
Embryonal 
carcinoma 7 4 Is 
reratocarcinoma . l 0 7 8S] 17.0 
Chorioearcinoma .. 0 4 0 0 3.38 0 
Total " 1 100.00 
Over-all cures % patients or 49 of total series of 59 patients 


Embryonal Carcinoma.—A total of 18 patients 
had a diagnosis of embryonal carcinoma (tables 3 
and 4). Six patients had clinically and surgically 
operable lesions; of these, five are alive and well 
and one died of metastatic disease. Four ot the six 
patients had no evidence of metastasis at the time 
of exploration; three of these are alive and well. 
The two patients whose metastases were removed 
at surgery are alive and well. 

At the time of exploration, two patients whose 
lesions were considered clinically operable were 
found to have extensive metastatic involvement 
above the renal pedicle. Radical lymph node dis- 
section, therefore, was not done. Both patients died 
of metastatic disease. Four patients who had tumors 
that were clinically operable refused surgery; these 
patients were treated with external irradiation. Two 
of these patients are alive and well; one died of his 
disease; and one died of other causes five years 
after treatment. Six patients had evidence of ex- 
tensive metastases when first seen and were not 
considered candidates for surgical exploration. Five 
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of these died of their disease, and the remaining 
patient died of pulmonary complications from radi- 
ation therapy. These six patients died within an 
average of seven months. 

The over-all results in the 18 cases of embryonal 
carcinoma showed seven patients (39%) to be alive 
and well. There was a mortality rate of 50%, with 


TaBLe 4.—Results of Therapy and Survival Rate in Eighteen 
Patients with Embryonal Carcinoma 


Died of 


\live and Died of Other 
Pa Well Disease Causes 
ents, 

Condition No No No No 
Clinically operable 7 1 16 

Refused surgery 4 l J 
8 ) 62 3 0 0 

Positive lymph nodes .. | 1 0 0 0 0 
Negative lymph nodes 4 0 0 
Clinically ‘noperable 6 0 0 4 83 17 
\ll causes is 7 1] 


nine patients dying of metastatic disease. The re- 
maining two patients (11%) died of other causes. 
However, there was a survival rate of 83% among 
the six patients whose tumors were found both clin- 
ically and surgically to be operable; positive lymph 
nodes were removed in 33% of these cases. Sauer, 
in the series of 202 patients treated only by orchi- 
ectomy and external irradiation, had an over-all 
survival rate of 32.9% in cases of embryonal car- 
cinoma. 

Teratocarcinoma.—A total of 17 patients had a 
diagnosis of teratocarcinoma (tables 3 and 5). Ten 
patients had clinically and surgically operable le- 
sions; of these, seven are alive and well; two pa- 
tients died later of metastatic disease, and one died 
of other causes five years after radical surgery. Six 
of the 10 patients had no evidence of metastasis at 


TABLE 5.—Results of Therapy and Survival Rate in Seventeer 
Patients with Teratocarcinoma 


Died of 
Alive and Died o Other 


Pa Well Disease Causes 
tients, 

Condition No No % No % No 
Clinieally operable 1] 72 4 Is 
Refused surgery 0 0 0 0 
Explored . lo 7 70 4 "> 1 10 
Surgically operable 10 71 1 
Positive lymph nodes 4 3 75 ] 25 0 0 
Negative lymph nodes 6 4 i 1 7 1 17 
Surgically inoperable 0 0 0 0 0 0 0 
Clinically inoperable 0 0 6 100 0 0 
\ll cases 17 17 6 


the time of exploration; four of these are alive and 
well. Of the four patients whose metastases were 
removed at surgery, three are alive and well. In 
all patients the tumors which were considered clin- 
ically operable were also found to be surgically 
operable at the time of surgery. One patient whose 
tumor was found clinically to be operable refused 
surgery. Six patients had evidence of extensive me- 
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tastases when first seen and were not considered 
candidates for surgical exploration. All six of these 
died of the disease within an average of 10 months. 

The over-all results of therapy in the 17 cases of 
teratocarcinoma showed eight patients (47%) to be 
alive and well. There was a mortality rate of 47% 
from metastatic disease. The one remaining patient 
died of other causes. Here again, the seven patients 
whose tumors were found both clinically and sur- 
gically to be operable had a survival rate of 70%; 
positive lymph nodes were found in 40% of these 
cases. Sauer, in the series of 202 cases treated only 
by orchiectomy and external irradiation, had an 
over-all survival rate of 44.4% in cases of terato- 
carcinoma. 

Choriocarcinoma.—A total of two patients had a 
diagnosis of choriocarcinoma (table 3). Both these 
patients had extensive metastatic disease when first 
seen and were not considered as candidates for sur- 
gery. Each was given external irradiation for pal- 
liation, and each died of widespread metastatic 
disease within an average of 20 months. 


Comment 


The principle on which this study was estab- 
lished in 1949 was to determine whether a better 
survival rate in teratocarcinoma, embryonal carci- 
noma, and choriocarcinoma could be attained with 
the addition of a radical retroperitoneal lymph node 
dissection. Definite criteria were established to de- 
termine, both clinically and surgically, whether the 
lesions of these patients were operable. Of the 37 
patients found eligible for this study by virtue of 
the histology in the primary tumor, the lesions of 
23, or 62%, were clinically operable. Five patients 
refused surgery. Eighteen patients underwent ex- 
ploratory operation, and of this number 16 had 
tumors which were surgically operable. Of the 18 
patients whose lesions were clinically and sur- 
gically operable, positive lymph nodes were found 
in 8, or 44.4%, and were successfully removed in 6, 
or 33.3%. The survival rate among the 23 patients 
whose lesions were clinically operable was 73.9%. 
Included among the 17 patients who constituted 
the survivors were 2 patients who died of other 
causes five or more years after surgery and 5 pa- 
tients who refused surgery. 

The cases of teratocarcinoma and embryonal car- 
cinoma in Sauer’s series have been reviewed, the 
tumors being classified according to our criteria as 
clinically operable or inoperable. The results of this 
survey showed that in 93 cases the lesions of 59 
patients (63% ) would have been clinically operable. 
Of these 59 patients, 32 survived, the survival rate 
being 54.2%. The comparison of Sauer’s series with 
our series indicates that better survival is possible 
with the addition of a radical retroperitoneal lymph 
node dissection. While there is a fairly substantial 
difference in the total number of cases in the two 
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series, the survival rate based on identical criteria 
reveals that there is a 19% advantage with irradia- 
tion plus surgery as compared with irradiation only. 

We recognize the fact that the comparison of 
these two groups may be influenced by factors 
other than the two types of treatment given. How- 
ever, the difference is highly suggestive of the im- 
provement in survival rate by the addition of 
retroperitoneal lymph node dissection. From a 
further investigative program established in 1953, 
there will be made a comparison of the results from 
radical surgery alone and external irradiation alone 
by the process of alternating cases. 


Summary 


A review of 59 cases of testicular tumors, studied 
between 1949 and mid-1953, is presented. All the 
patients had at least a four-year follow-up. Fried- 
man and Moore’s classification was adopted, and 
the tumors were grouped as follows: seminomas, 
22; embryonal carcinomas, 18; teratocarcinomas, 
17; and choriocarcinomas, 2. Painless swelling of 
the involved testis was the most common symptom 
encountered in this series. Metastases occurred in 
30 cases, or 51% of the total series. The para-aortic 
lymph nodes were the most common site of me- 
tastasis. 

All the patients were treated by orchiectomy and 
external irradiation. Those with the operable lesions 
of embryonal carcinoma and teratocarcinoma had, 
in addition, a radical retroperitoneal lymph node 
dissection by means of the transthoracic route. The 
end-results are highly suggestive of the beneficial 
effect of the addition of radical surgery. 

666 Elm St. (3) (Dr. Staubitz). 
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CLINICAL NOTES 


THE AMPLIFYING 


FLUOROSCOPE 


COMPARISON WITH CONVENTIONAL FLUOROSCOPE IN TWO THOUSAND 
EXAMINATIONS OF THE STOMACH 


Homer V. Hartzell. M.D. 


and 


Wayne A. Chesledon, M.D., Seattle 


The limitations of conventional fluoroscopy were 
pointed out in detail by Chamberlain’ in 1942. 
These limitations were due primarily to the low 
intensity of light at the fluoroscopic screen. In 1948, 
Coltman’ described a method of brightening the 
fluoroscopic image by electronic means without 
increasing the x-ray dosage to the patient. This is 
done by replacing the conventional fluoroscope 
with a device that contains the electronic equip- 
ment that amplifies the image. Figure 1 illustrates 
the marked increase in visual acuity when the 
amplifier is used.” 

A considerable amount of experimental work has 
been done to determine the threshold of visibility 
of test objects with the amplifier. One of the best 
of these is the direct comparison between objects 
viewed on a standard fluoroscopic screen and those 
viewed on the amplifying fluoroscope.' This has 
clearly shown that the smallest objects that can be 
seen with the amplifying fluoroscope are approxi- 
mately one-half the size of those seen with the 
ordinary fluorescent screen, and this becomes more 
apparent as the contrast decreases, as in heavier 
patients. 

There have been no previous studies of the 
image amplifier that we have been able to find 
which have been done on a clinical basis, with 
patients in a private office. Most studies are done 
in university centers or other large institutions such 
as county hospitals. We therefore thought it worth- 
while to review our records for the incidence of 
lesions found in private practice and to comment 
on our experiences with the amplifier. 

Our comparative studies have all been done in a 
private office and consist of an analysis of 1,000 
gastrointestinal series done just before the image 
amplifier was installed and the 1,000 examinations 
done after installation. 

The routine before the amplifier was installed 
was closely followed. The patients were all ex- 
amined by the two-glass technique, being first 
examined in the erect position with spot films be- 
ing taken. Spot films were taken of the patients in 
the supine position; when the patients were in the 
prone position, films of the cardioesophageal junc- 
tion were taken. With the patient in the prone 


position, a rubber compression apparatus was some- 
times used. Notes were taken on the fluoroscopy of 
each patient. The technician then took two 10-by- 
12-in. films and one 14-by-17-in. film of each patient 
in the oblique and prone positions respectively. 

The reproductions of the films (fig. 2) show 
typical examples of the spot films taken of these 
patients. Our experience has certainly reemphasized 
the value of the supine-oblique position for detec- 
tion of craters that cannot be seen in any other 
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Fig. 1.—Increase in visual acuity with intensity of illu- 
mination. Based on data from Hecht." 


position. Also, occasionally we have not seen an 
ulcer in any position except on the prone view 
with use of the compression apparatus. 

The table is a summary of the results we have 
tabulated. The diagnosis of duodenitis was pur- 
posely omitted because we did not feel that the 
criteria for its diagnosis were sufficiently clear cut. 
We were trying to be as objective as we possibly 
could. As far as detecting a lesion is concerned, 
our results showed that it makes no apparent dif- 
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ference whether a conventional or amplifying 
fluoroscope is used, providing adequate spot films 
are taken. 


Reputed Disadvantages of Amplifier 


How then can one justify the use of this equip- 
ment? There are certain reputed disadvantages: 

1. Small size of field. We do not think this is a 
disadvantage inasmuch as most fluoroscopy is done 
with a very small field, anyhow. If necessary, one 
can observe the motion of. both diaphragmatic 


Fig. 2.—(A 


Marginal ulcer at stoma of gastroenterostomy. 


J.A.M.A., Feb. 15, 


leaves of a patient in the oblique position. One can 
compare the use of the small field with the ex- 
amination of the chest with a stethoscope. 

2. Bulkiness. It is a rather large apparatus; how- 
ever, with the power-assist mechanism, this is ab- 
solutely no problem. We feel that the reason some 
have been dissatisfied with the amplifying fluoro- 
scope has been that they do not have the whole 
unit, which is beautifully designed and integrated. 
Most of us have seen bulldozers and power shovels 
operated by fingertip control. We have not found 


and B) A, erect and, B, supine spot films of duodenal ulcer showing ulcer crater in supine film only. (C 


and D) C, erect and, D, supine spot films of duodenal ulcer showing ulcer crater in supine film only. (E and F) Ulcer on lesser 
curvature aspect of stomach demonstrated on spot films, E, at initial examination and F, one month later. (G through /) 


G, detail obscured on routine film; H, ulcer crater demonstrated on spot film on 
initial examination; I, ulcer showing healing one month later. 
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direct palpation of the patient inconvenient. We 
use a rubber balloon to palpate the patient and 
almost never use our hands. 

3. Cost. The entire unit is rather expensive initial- 
ly; however, in this day of high business and per- 
sonal income taxes and with the rapid tax writeoff, 
the cost is not as formidable as one would suppose. 

4. The possibility that newer, smaller machines 
are about to be produced. This equipment may be 
available in the manufacturer's experimental shop, 
but as yet none of these are available on the open 
market for use in a private office. Those who did 
not buy the present model screen because some- 
thing better was going to be developed would have 
had a long wait. 


Comparative Results of Diagnosis Before and After Use of 
Image Amplifier® 


Before After 
Negative .. cate 743 742 
Gastrie uleer 43 36 
Cancer 3 
Gastrie polyps 
Duodenal ulcer with crater 


Duodenal deformity 


Hiatus hernia 
1,005 
definite criteria f 


* Duodenitis omitted because of lack of jagnosis 


Advantages of Amplifier 


We feel that there are many advantages to the 
use of the amplifier: 

1. Certainty of fluoroscopic findings. One knows 
whether the results are abnormal or normal at the 
time of fluoroscopy. One can easily position the 
patients for spot filming. With conventional fluor- 
oscopy it is a common experience to feel that the 
examination is normal and then later to pick up a 
crater on the follow-up films. With the amplifier, 
it is rare not to see the lesion. When it has been 
missed, we feel that this is comparable to Gar- 
land’s ° experience with chest films. Certainly, our 
anxieties are less when the patient goes to surgery. 

2. Decreased radiation. We do all of our fluor- 
oscopy at 2 ma. and 100 ky. with a 3-mm. Al filter 
in front of the tube. Our total fluoroscopic time is 
much less. 
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3. No dark adaptation. This is an advantage 
which has to be experienced to be appreciated. In 
our private office, we find that it is a tremendous 
advantage to be able to read films, examine pa- 
tients undergoing therapy, and to do fluoroscopy 
on patients without any interruption or inconven- 
ience because of the red goggles. Actual fluoroscopy 
is done in a darkened room because there are less 
internal reflections upon the mirror system and also 
because with light there would be a feedback into 
the phototiming apparatus. 

4. Ease and speed. There is a tremendous lack 
of fatigue in doing fluoroscopy with the amplifier. 
The large, heavy patients who previously were 
very difficult to examine and a source of eve strain 
are now very easy to examine. 


Summary 


We have compared the records of 1,000 upper 
gastrointestinal series done before the image am- 
plifier was installed in our private office with those 
of 1,000 done afterwards. From our results, it 
makes no apparent difference whether a conven- 
tional or an amplifying fluoroscope is used, pro- 
viding adequate spot films are taken. However, we 
feel that there are certain advantages in the actual 
carrying out of these studies that make the ampli- 
fier more than worthwhile. These are certainty of 
fluoroscopic findings, decreased radiation, no dark 
adaptation, and ease and speed of the examination. 


306 Stimson Bldg. (1) (Dr. Chesledon ). 
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REATMENT OF MALARIA.—A group of 185 Panamanians were treated for 
acute malaria with Propoquin. A single intramuscular injection was given to 


120 patients, the adult dose being 150 mg. A single oral dose was given to 65 
patients, the adult dose being 600 mg. . . . With both the oral and the intramuscular 
route, there was usually rapid clinical improvement and a single dose was sufficient 
in all patients to permit discharge from the hospital, usually within one to two days 
following treatment. . . . Both the immediate and late results were quite good, com- 
paring favorably with those produced by the other 4-aminoquinolines in common 
use. Toxic side effects were singularly absent.-M. T. Hoekenga, Propoquin in Treat- 
ment of Malaria, The American Journal of Tropical Medicine and Hygiene, Novem- 
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DECUBITUS ULCERS 


IN PARAPLEGICS 


Samuel M. Reichel, M.D., Baltimore 


Severe decubitus ulcers often result when a para- 
plegic is treated in a general hospital. Understand- 
ing of the basic mechanical factors involved may 
conceivably lead to more effective and widespread 
preventive measures. 


Compressive Force 


Massive tissue necrosis follows when there is 
interference with the local circulation of sufficient 
degree and for a sufficiently prolonged time for ex- 
tensive irreversible tissue changes to take place. 
This may result from compression of the skin and 
subcutaneous tissues between unyielding bone on 
one side and firm mattress on the other, as shown 
in the figure, part A. In the presence of normal 
tissue sensitivity such compression, after a time, 
produces discomfort, whereupon the conscious pa- 
tient shifts his position or asks to be moved. Even 
during sleep, sensations from the skin cause slight 
changes in position.’ Where the tissues are anes- 
thetic, as in paraplegia, the patient feels no pain 
and is more or less dependent upon others for the 
prevention of decubitus ulcers. In a busy general 
hospital the nursing staff may overlook the appar- 
ently comfortable paraplegic and forget to turn 
the patient as often as might be desired. However, 
paraplegics have been observed to develop severe 
decubitus ulcers even when special nurses are on 
duty constantly. 

Out of kindness and consideration for the pa- 
tient, a nurse may crank up the head of the bed 
so that the paraplegic may see about him easily. 
When this is done, a greater compressive force is 
placed upon the posterior sacral tissues than when 
the patient was flat, for additional weight from the 
upper part of the body is transferred to the tissues 
by way of the spinal column and sacrum. In addi- 
tion to the increased compressive force, there is 
now also a shearing force exerted upon the pos- 
terior sacral tissues. 


Shearing Force 


Previous publications have apparently not des- 
cribed the shearing force which comes into being 
when the head of the bed is raised. The torso, 
being inclined, tends to slide downward toward 
the foot of the bed, transmitting this action to the 
sacrum and its firmly attached deep fascia. The 
posterior sacral skin, on the other hand, tends to 
remain in the same spot because of friction be- 
tween skin and bed, as in the figure, part C. The 
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interface between skin and superficial fascia is 
interlocked and unyielding. However, the deeper 
portion of the superficial fascia is rather loose and 
mobile in the sacral region so that within limits it 
slides easily in relation to the adjacent well- 
anchored deep fascia. Thus, the effects of a shear- 
ing force will be concentrated in the deeper por- 
tion of the superficial fascia. 

The blood supply to the posterior sacral tissues 
arises principally from the posterior branches of the 
lateral sacral arteries and the superficial branches 


A, compression of soft tissues between sacrum (a) and 
firm mattress (b) in vise-like manner. B, foam rubber mat- 
tress distributes compressive force over larger area of sacrum 
(a) and mattress (b) than in A. C, head of bed raised to 
about 30-degree angle. Compressive force acts between 
sacrum (a) and mattress (b). Shearing force acts through 
sacrum in direction indicated (c). Wrinkling of skin (d) is 
external indirect evidence of shearing force acting on internal 
tissues. D, large punched-out decubitus ulcer (e) with ex- 
tensive undermining (f) circumferentially. 


of the superior gluteal arteries.” The former pass 
through the posterior sacral foramens to supply the 
local muscles and then pierce the deep fascia to 
reach the superficial fascia and skin. A shearing 
force concentrated in the deeper portion of the 
superficial fascia places the blood vessels in the 
involved area under stretch, and perhaps angula- 
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tion, since the vessels are more or less anchored 
at their points of perforation through the deep 
fascia. Multiple thromboses of small vessels with 
subsequent necrosis* are constant pathological 
findings in decubitus ulcers. In time, the shearing 
force produces extensive tissue dissection or cleav- 
age in the plane of greatest concentration of force. 
This is observed clinically as a large area of under- 
mining which extends circumferentially about the 
base of the decubitus ulcer and lies at the level of 
the deeper portion of the superficial fascia, as in 
the figure, part D. At this stage the previously 
thrombosed vessels are actually severed in the area 
of undermining. 


Prevention 


In the prevention of severe decubitus ulcers, a 
basic requirement is the need of minimizing the 
duration and degree of compressive and shearing 
forces acting upon the tissues. Foam rubber mat- 
tresses reduce to some extent the degree of com- 
pression by distributing the force throughout a 
larger surface area as illustrated in the figure, part 
B. The added compressive force and all of the 
shearing force can be eliminated completely by in- 
structing the nursing staff not to raise the head of 
the bed for paraplegics. However, if it should be 
considered necessary or desirable to raise the head 
of the bed, then the patient should be prevented 
from sliding down in bed. This can be accom- 
plished by first supporting both feet fairly firmly 
against a properly padded foot board, which is 
built up or positioned at the foot of the bed so as 
to accommodate the individual patient’s height, and 
only then raising the head of the bed to a low 
angle. In this manner the potential shearing force 
of the sacral area is transformed into a compressive 
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force at the soles of the feet, a tissue adapted to 
tolerate compressive forces. However, it should be 
remembered that the soles of the feet are not im- 
mune to decubitus ulcers, and reasonable _pre- 
cautions should be observed here too. 

In general, all of the well-known measures for 
the prevention of decubitus ulcers should be en- 
forced, but of greatest importance is the principle 
that the paraplegic who has not yet learned to turn 
himself must not be allowed to remain immobile 
in one position longer than two hours, unless per- 
mitted by the physician in charge. 


Summary and Conclusions 


Compressive and shearing forces act upon the 
posterior sacral tissues to contribute to the develop- 
ment of severe decubitus ulcers. The extensive 
undermining often noted is secondary to shearing 
force rather than to infection. The same general 
mechanisms that contribute to the development of 
these ulcers apply equally to the area of the greater 
trochanter. When paraplegics are treated in a gen- 
eral hospital, and in the absence of especially- 
trained personnel, it is probably safest if the head 
of the bed is not raised. A paraplegic should have 
his position changed every two hours until such 
time as he is trained to change position himself. 


54th Street and 48th Avenue South, Minneapolis. 
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The Chemical Laboratory has authorized publication of the following statement. 


Monographs of tests and assays for new and 
nonofficial drugs adopted by the Chemical Labora- 
tory of the American Medical Association represent 
an expression of opinion as to what might constitute 
adequate tests and assays to serve as a reference 
guide to those interested in the identity and quality 
of a new and nonofficial drug. 

Completed monographs are published in the 
journal Drug Standards for those interested in the 
details of the procedures. Monographs on the fol- 
lowing drugs have appeared in the September- 
October, 1957, issue of that journal. The coopera- 
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CURRENT STATUS OF TREATMENT OF CIRRHOSIS OF THE LIVER 


Cecil Watson, M.D., Minneapolis 


Introduction 


The past two decades have witnessed the de- 
velopment of a much more hopeful attitude about 
cirrhosis of the liver. Prior to World War II, the 
presence of either jaundice or ascites was regarded 
as a highly ominous sign in these cases. Their con- 
comitant occurrence was generally accepted as 
indicating a hopeless prognosis, although prior to 
1941 occasional cases showed unexpected and even 
dramatic improvement, the basis of which was not 
clear. Patek first emphasized that a good diet and 
abstinence from alcohol often resulted in striking 
improvement, even complete remission of symp- 
toms, and the possibility of return to normal life. 
During the period between the World Wars, there 
was a strong tendency to accept the dictum of the 
French school, “There is but one cirrhosis,” and 
to depart from earlier definitive classifications, such 
as Mallory’s, in which widely differing types and 
etiology were recognized. The supposed unity of 
the cirrhoses was no doubt responsible for some 
confusion as to results of treatment, especially in 
the earlier years after Patek’s observations. Thus, 
it was apparent that many cases failed to respond 
to dietary treatment even though they appeared 
not as advanced (by whatever criteria) as many 
other cases in which the response was gratifying. 

-As further experience has been gained, it has 
become increasingly evident that sustained benefit 
and return to relatively normal health are to be 
expected only in those cases in which a dietary 
factor is important in the pathogenesis of the cir- 
rhosis. This group is represented in this country 
mainly by chronic alcoholics with varying degrees 
or even without a history of dietary deficiency, 
and a primarily fatty cirrhosis. The term “Laennec’s 
cirrhosis” should probably be reserved for cases 
of this category. In these cases the Mallory “alco- 
holic hyaline lesion” is most often seen; indeed, it 
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is rare except in this group. The exact role of fat 
is controversial, some believing that it is of primary 
significance, others that it is unessential in the 
pathogenesis of the cirrhosis. Regardless of this 
question, it is generally agreed that there is a 
fatty liver prior to the appearance of this form of 
cirrhosis. The term “primarily fatty cirrhosis” is 
used only in the chronological rather than the 
pathogenetic sense. In some alcoholics with this type 
of cirrhosis, a history of dietary deficiency cannot 
be elicited. Since there is some evidence that alco- 
hol increases the choline requirement, it is probable 
that in some individuals a normal diet is inadequate 
in the presence of large amounts of alcohol. Pri- 
marily fatty cirrhosis also occurs as a result of a 
qualitative dietary deficiency without alcohol but 
is quite rare in the United States. 

All other forms of cirrhosis are probably non- 
dietary and primarily nonfatty in their genesis and 
do not respond to dietary management. Indeed, 
they do not respond consistently or for a long dura- 
tion to any known form of treatment but progress 
at various rates independent of diet, vitamins, and 
drugs. The possible exceptions of steroid adminis- 
tration and of repeated phlebotomy in hemochro- 
matosis will receive further comment. In general, 
the outlook is least favorable in the cases of pri- 
marily nonfatty cirrhosis, whether idiopathic, post- 
hepatitic, postnecrotic or lupoid, primary biliary, 
or cholangiolitic. This will be evident in the follow- 
ing discussion. 

General Measures 

Diet.—Patek’s observations indicated the value of 
a generous protein intake. Many patients with cir- 
rhosis tolerate and undoubtedly are benefited by 
a liberal allowance of protein in the diet. Yet it has 
become increasingly clear in recent years that pro- 
tein is a two-edged sword and that under some 
circumstances it may constitute a grave danger. In 
cases of relatively severe cirrhosis, the danger is 
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due to the presence of a marked increase of shunt- 
ing from the portal system to the right side of the 
heart, bypassing the sinusoidal circulation, either 
through portal-systemic vein anastomoses or 
through intrahepatic portal-hepatic vein communi- 
cations. Ammonia and other products of —bac- 
terial decomposition of protein in the colon thus 
gain direct access to the general circulation and 
may produce hepatic encephalopathy and coma. 

In milder cases of cirrhosis, especially the dietary 
or fatty type when there is no evidence of encepha- 
lopathy, a normal diet containing 80 to 100 Gm. 
of protein is allowed. The patient, however, must 
be observed for a number of days after institution 
of the diet, and he and his relatives should be 
made aware of the early manifestations of encepha- 
lopathy, so that the protein can be discontinued 
or greatly reduced on short notice. The major item 
of the diet is carbohydrate, constituting from 250 
to 400 Gm. daily, depending upon various factors, 
including weight and appetite. Fat is freely allowed, 
and there is no evidence that it is harmful, although 
rendered fats may cause dyspepsia in some cases 
and probably should be avoided or greatly re- 
stricted. Fat in reasonable amount is of principal 
value in improving the palatability of the diet. In 
some cases it is helpful in promoting caloric bal- 
ance and a desired weight gain. 

If a patient eats a normal diet of the aforemen- 
tioned composition, added vitamins, choline, or 
methionine have no proved additional value. If the 
intake is significantly reduced because of poor 
appetite, it is advisable to add one or two mixed 
vitamin capsules taken orally each day or, when 
necessary to administer a vitamin mixture intra- 
venously, this may be given with dextrose solu- 
tion. The use of choline should be restricted to 
patients with dietary or fatty cirrhosis who are 
not eating well or whose protein intake for one 
reason or another is markedly diminished. In such 
instances, there is reason to believe that adminis- 
tration of choline may hasten eventual remission 
of the disease. The administration of methionine 
has no additional virtue and certain dangers and 
disadvantages. For one thing, it often produces a 
breath odor easily confused with fetor hepaticus. 
What is more important, it actually precipitates 
stupor or coma in some cases. Crude liver extract, 
given intravenously, has been advocated as a means 
of stimulating appetite and bringing about more 
rapid improvement in cases of alcoholic-dietary 
cirrhosis. Although the evidence for this is not 
entirely convincing, the method has _ teleological 
appeal and is probably harmless. 

After the patient has made a recovery from life- 
threatening episodes of hepatic insufficiency, with 
whatever complications may have been more prom- 
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inent in the individual case, the most important 
single factor from the long-range prognostic view- 
point is complete abstinence from alcoholic bever- 
ages. It is likely that many of these patients, per- 
haps all, could imbibe in moderation if they ate 
a normal diet; however, it must be remembered 
that as a group they are unlikely to draw the line 
at a reasonable intake and are much more likely 
to resume the excesses which initially induced their 
disease. The physician must emphasize and _re- 
emphasize the fatal consequences of resumption of 
drinking. An alcoholic with cirrhosis may recover 
in gratifying fashion the first time he resumes a 
normal diet and stops drinking. With each subse- 
quent relapse into alcoholism, remission of the 
hepatic disease is more difficult and fatal hepatic 
insufficiency more likely. It appears that the govern- 
ing factor is the mass of relatively normal liver 
parenchyma remaining at any time that abstinence 
and a normal diet are commenced. If too much 
has been irreversibly altered, a remission will not 
occur. In many instances, Alcoholics Anonymous 
has been of great aid in maintaining the rehabilita- 
tion on individuals who have shown a good response. 

Even in the absence of edema or ascites, it is 
generally wise to maintain a moderate restriction 
of salt at an intake of 2 to 4 Gm. daily, depending 
upon individual factors, including the patient's 
general appearance, weight, strength, blood pres- 
sure, perspiration, and general feeling of well-being, 
and upon weather conditions. The amount must 
often be judged by careful serial observations and 
further reduced if any edema or ascites appears. 
It is advisable to suggest that the patient try vari- 
ous of the salt substitutes to find the one which 
makes his low-sodium diet most palatable. This is 
especially true of the diet containing 200 mg. of 
sodium, which is discussed under the section on 
ascites. Of the numerous salt substitutes on the 
market, the most useful ones are those containing 
various combinations of potassium glutamate, glu- 
tamic acid, and potassium chloride. In employing 
the potassium substitutes for sodium, one must be 
informed, of course, as to the state of renal function. 

Adrenal Steroid Therapy (Glucocorticoids).—In 
general, adrenal steroid therapy should be reserved 
for rather well-defined situations. Such therapy ap- 
pears to have relatively little use and considerable 
danger in the group with dietary fatty cirrhosis 
and should not be employed except in occasional 
hospitalized patients in whom, despite ordinary 
supportive methods, marked anorexia and jaundice 
have persisted for a considerable period. The per- 
sistence of severe jaundice, especially if accom- 
panied by evidence of increased hemolytic activity, 
is at times an indication for the use of adrenal 
steroids. 
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The dangers of adrenal steroid therapy are well 
known and require no extensive discussion. The 
complications of cirrhosis, such as fluid retention 
and bleeding, clearly tend to be aggravated, rather 
than diminished, by adrenal steroid therapy. Com- 
pounds such as prednisolone ( Delta Cortef, Hydel- 
tra, Meticortelone, Sterolone ), methylprednisolone 
(Medrol), or triamcinolone ( Aristocort, Kenacort ) 
may be advantageous as they exhibit little or no 
sodium-retaining effect. To what extent initiation 
of bleeding from varices is due to peptic erosion, 
to hypervolemia, or to both is not clear. In any 
event, if adrenal steroids are to be given to these 
patients, care should be taken to minimize peptic 
acid activity by means of anticholinergic drugs 
and suitable antacid therapy. Frequent small 
feedings of milk may be given, if it is not contra- 
indicated from the standpoint of excessive protein 
or sodium intake. 

Adrenal steroid therapy may also promote in- 
fection, and in a number of instances fatal cases 
of bacteremia have been recorded after its institu- 
tion. The tendency of persons with untreated cases 
of advanced cirrhosis to develop bacteremia is well 
known and may perhaps be ascribed to reduced 
hepatic antibacterial function, together with in- 
creased intrahepatic shunting. Thus, when adrenal 
steroid therapy is employed, it is usually advisable 
to administer a tetracycline concomitantly. Psychic 
or convulsive disorders likewise tend to be enhanced 
by adrenal steroids, and this disadvantage must be 
carefully weighed. 

Adrenal steroid therapy has found its principal, 
although limited, usefulness in inducing partial, or 
at times almost complete, remissions in nonalcoholic 
nondietary cirrhoses of idiopathic, posthepatitic, or 
lupoid type. In general, those patients with the 
most marked hyperglobulinemia have most often 
shown dramatic response in terms of return of 
appetite, general feeling of well-being, disappear- 
ance of jaundice, and improvement of liver func- 
tion, together with a return of the serum proteins 
toward normal values. Unfortunately, few of these 
patients have any long-sustained remission after 
adrenal steroid therapy has been discontinued or 
greatly reduced. Thus, treatment in these instances 
becomes a matter for individual judgment and 
adjustments 

Administration of adrenal steroids nearly always 
results in some diminution of jaundice, which con- 
dition may even disappear. It is helpful in effecting 
a reduction of a hemolytic factor in the patient's 
jaundice. Decrease of jaundice after such adminis- 
tration is not a safe diagnostic criterion of cholangi- 
olitic or primary biliary cirrhosis, since a similar 
decline is not infrequent in cases of extrahepatic 
biliary obstruction. Adrenal steroids may at times 
be employed for intractable pruritus occurring with 
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cirrhosis, but again the danger of initiating gastro- 
intestinal bleeding must be recognized and guarded 
against insofar as possible. 


Special Problems 


Hemochromatosis.—A much more hopeful atti- 
tude is justified in hemochromatosis as a result of 
widely reported success from a program of long- 
term bleeding or iron depletion. In many instances 
this permits a patient to lead a relatively normal 
life indefinitely, perhaps even to have a normal life 
expectancy. For reasons that are not clear, certain 
patients do not tolerate continued bleeding; the 
appearance of persistent anemia or hypoalbumine- 
mia requires that it be stopped. Obviously, a 
bleeding program is out of the question in patients 
in whom hemosiderosis and cirrhosis are secondary 
to chronic anemia (so-called transfusion hemo- 
siderosis ). 

In many cases of primary hemochromatosis, the 
response to prolonged bleeding is truly remarkable. 
In one instance which I have observed, bleeding 
has now been in progress for 10 years. At the outset, 
the liver was greatly enlarged; there was marked 
bronzing of the skin, and the patient’s condition 
was clearly deteriorating. He had a latent diabetes. 
Three years later, when somewhat more than 100 
liters of blood had been removed, his liver had 
greatly diminished in size; his skin was much light- 
er; he felt well and was able to work normally. This 
improvement has now been maintained for a total 
of seven years. 

Ascites.—In the past it was generally believed that 
paracentesis was essential, if ascites was at all 
prominent, but that once carried out it would have 
to be repeated at regular intervals as long as the 
patient survived. Not infrequently death was caused 
by peritonitis, hemorrhage, or hepatic coma shortly 
after removal of a large amount of fluid. The last- 
mentioned event deserves some emphasis and con- 
stitutes an important reason for conservatism. The 
onset of stupor or coma after paracentesis is prob- 
ably due to hypotension and hypovolemia with 
reduced effective circulation through the liver and 
brain. Hyponatremia is also of undoubted impor- 
tance in some cases. These factors are promoted 
by the rapid re-formation of ascitic fluid from the 
plasma. Another factor operative in the past has 
been the administration of an opiate to minimize 
the distress of the procedure. I have seen one 
patient who had been given dihydromorphinone 
( Dilaudid ) hydrochloride intravenously at the time 
of paracentesis and who became comatose shortly 
after its injection. This individual remained in a 
coma for more than a week but gradually gained 
consciousness and lived for more than two years. 

In general, paracentesis should not be done until 
conservative measures, mentioned later, have been 
given adequate trial, or unless the patient at the 
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time first seen has such massive ascites as to seri- 
ously impair respiration and general comfort. If the 
diaphragm is markedly elevated and the patient is 
clearly orthopneic, it is probably wiser to remove 
a sufficient amount of fluid to relieve discomfort, 
with careful observation of the blood pressure dur- 
ing the procedure and with avoidance of cerebral 
depressants. Paracentesis should be done in the 
midline to minimize danger of hemorrhage. It is 
probably helpful to inject intravenously a 10% dex- 
trose solution in water for injection a short time be- 
fore the paracentesis is commenced and to continue 
it for some time afterward, giving a total of a liter 
or a liter and a half. In a fair number of cases, the 
combination of a single paracentesis with removal 
of most of the fluid, followed by conservative meas- 
ures, is sufficient to bring the ascites under satisfac- 
tory control. 

The value of a low-sodium diet in the treatment 
of ascites has been fully established. In many cases, 
for at least a limited time, the amount must be 
reduced to 200 mg. per day, which is about as low 
as can be achieved from a practical standpoint. 
This means elimination of many naturally salty 
foods, of all salt in cooking and on the table; how- 
ever, salt substitutes may be used, as already dis- 
cussed. In some cases, this brings about a gratifying 
response in a relatively short time. Some patients 
on a low-sodium intake respond well to mercurial 
diuretics and lose their ascites. Occasionally, a 
superior diuresis has appeared to ensue when 
aminophylline is given intravenously shortly before 
administration of the mercurial diuretic. Recent 
evidence indicates a more favorable effect on ascites 
of the relatively non-sodium-retaining, unsaturated 
adrenal steroids, especially prednisolone. 

In the patients who show a good response to 
the- diet containing 200 mg. of sodium, whether 
with or without the additional measures, it is at 
times possible, after periods of several months up 
to two years during which a careful daily record 
of body weight has been kept, to increase the 
sodium chloride gradually to a total of 1 to 2 Gm. 
in 24 hours. In the alcoholic-dietary group in which 
this is most likely to be true, there is concomitant 
increase in the serum albumin with improvement 
of the cirrhosis. The increased allowance of salt 
should be gradual with careful observation as to 
recurrent ascites or edema, which signals an im- 
mediate return to the lower level of intake. Any 
abrupt weight gain is likely to herald a reappear- 
ance of edema or ascites. 

Many cases are refractory to the low-sodium diet, 
paracentesis, and/or mercurials. In some of these, 
acidifying salts or acetazolamide (Diamox) have 
been used with variable benefit. Both these agents 
are attended by some danger, and ammonium salts 
probably should never be used as they may precipi- 
tate hepatic coma. Although the latter condition 
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has been observed repeatedly after administration 
of acetazolamide, some patients with cirrhosis have 
tolerated the drug well and have had a beneficial 
effect. I have seldom used it because of the relative 
danger of initiating coma. The possible beneficial 
role of such newer natruretic, diuretic compounds 
as chlorothiazide (Diuril) remains to be assessed 
insofar as the ascites due to cirrhosis is concerned. 

In certain cases, the use of salt-poor normal 
human serum albumin is definitely beneficial in 
getting the patient “over the hump.” It is true 
that this procedure has often been disappointing, 
and in many instances the albumin is so rapidly lost 
into the ascitic fluid or other interstitial fluid that 
it fails to produce an effective rise in the serum 
colloid osmotic pressure. In our experience it has 
proved necessary to give 50 Gm. daily for at least 
five days. Lesser amounts are seldom effective; 
greater amounts per day, as earlier proposed by 
others, are somewhat hazardous and may be fol- 
lowed by pulmonary edema and fever. In addition, 
the danger of gastrointestinal bleeding is promoted, 
and the treatment is quite expensive. Nevertheless, 
if this latter difficulty can be overcome, this agent 
probably should be tried in otherwise refractory 
cases. 

Potassium or anionic exchange resins are of some 
value if the patient can be kept under close super- 
vision with fairly frequent observations of the 
blood chemistry, especially the potassium, sodium, 
and carbon dioxide combining power. When care- 
ful serial follow-up is possible, gratifying results 
may be obtained, but the use of resins is not with- 
out danger of acidosis, hypokalemia, or severe hypo- 
natremia. Ammonium resins should not be em- 
ployed, again because of the danger of precipitating 
hepatic coma. 

In recent years, the complex nature of ascites 
formation has become more fully recognized, and 
portal hypertension is now thought to be but one 
of multiple factors. The rationale for sodium de- 
pletion, as just discussed, depends, in part, upon 
the observation that in animals with portal hyper- 
tension ascites does not develop if the sodium 
possession is relatively low. It is unfortunate that 
the cirrhotic liver favors the accumulation of anti- 
diuretic substances. For a time, attention was 
focused on ferritin, believed released in excess by 
the cirrhotic liver and thought to have an indirect 
antidiuretic effect through a trophic action on the 
posterior lobe of the pituitary. This mechanism 
was not conclusively established. More recently, 
failure of the cirrhotic liver to inactivate aldoste- 
rone, a strongly antidiuretic, sodium-retaining hor- 
mone of the adrenal cortex, has been reported by 
several investigators. There is evidence that aldos- 
terone activity is increased in patients with cir- 
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rhosis. The sodium-depletion regimen in itself may 
indeed stimulate a greater formation of aldosterone, 
thus introducing a vicious cycle. 

Recent studies of the use of 1,2-bis (p-aminophe- 
nyl)-2-methyl propanone-1 dihydrochloride (Am- 
phenone ), employed to depress adrenal cortical ac- 
tivity and aldosterone formation, have offered some 
encouragement, but this compound is quite toxic, 
especially to the nervous system, and is still very 
much in the experimental stage. Bilateral adren- 
alectomy has now been carried out in at least one 
person with cirrhosis, with marked amelioration of 
ascites and edema. Obviously, this procedure must 
be approached with great caution because of the 
inherent poor surgical risk which these patients 
present. We have not thus far had the operation 
carried out in cases of cirrhosis. 

Jaundice.—Except for hemolytic jaundice or ane- 
mia, the presence or degree of jaundice does not 
in itself influence the treatment of cirrhosis. Patients 
with cirrhosis may die of hepatic insufficiency and 
coma without jaundice. In other cases, there may 
be refractory ascites and edema without jaundice. 
On the other hand, marked jaundice may be ob- 
served without ascites and without much evidence 
of hepatic functional impairment. Indeed, such 
patients may get along surprisingly well, have a 
good appetite, and even show striking improvement 
over a period of time. 

Although jaundice is more characteristic of the 
cholangiolitic or biliary cirrhosis group, it is seen 
at times in cases of alcoholic-dietary fatty cirrhosis, 
especially after there has been a period of more 
acute alcoholism. In these patients, however, the 
evidence of hepatocellular injury is generally much 
more definite. In these individuals, too, hemolytic 
anemia may be present, which is often transitory, 
recognizable by more severe jaundice, hematinemia, 
increased reticulocytes, and increased fecal uro- 
bilinogen. The radioactive chromium (Cr*') life 
span of the erythrocytes is shortened. 

If, in such instances, the hemolytic activity 
does not show signs of slowing down after two to 
three weeks of supportive management, adrenal 
steroid therapy deserves a trial, especially if the 
patient's appetite is poor. In cases of cirrhosis with 
a more static type of hemolytic process, particularly 
when accompanied by leukopenia and thrombo- 
cytopenia, splenectomy (and splenorenal or porto- 
caval shunt), after preliminary glucocorticoid ther- 
apy, must be given careful consideration. In such a 
procedure, the patient’s general condition and oper- 
ative risk have to be taken into account. The serum 
albumin is of considerable significance, with values 
lower than 2.2 to 2.5 mg. per 100 cc. indicating a 
poor-risk candidate. 

Any evidence of hepatic encephalopathy, such as 
a flapping tremor or pyramidal tract signs, contra- 
indicates operation. There is no doubt that splen- 
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ectomy, when tolerated, is often beneficial in elimi- 
nating excessive hemolysis and in causing a 
significant rise of platelets and leukocytes. The 
question whether a portacaval shunt without splen- 
ectomy or splenectomy with splenorenal shunt 
should be made will be discussed in relation to the 
problem of bleeding varices. In general, it may 
be stated that jaundice is much more likely to 
diminish, in both degree and rate, in the fatty or 
dietary group of cirrhoses than in the idiopathic 
or posthepatitic case in which it is generally more 
stable and _ persistent. 

Impending Coma or Coma (Hepatic Encephalop- 
athy).—Note has already been taken of the value 
of protein and of the danger of its producing hepatic 
encephalopathy and coma in patients with cirrhosis. 
There is firm evidence that the bacterial decompo- 
sition of protein in the colon is of utmost impor- 
tance in the pathogenesis of hepatic encephalopathy. 
Although some disagreement exists about the exact 
role of ammonia thus liberated, which gains access 
to the circulation through increased intrahepatic 
shunting of blood, it is safe to say that it does play 
a highly important role and that at the first sign of 
cerebral disturbance it is desirable to stop the pro- 
tein intake temporarily, increase elimination from 
the colon, and decrease bacterial decomposition 
in the colon. 

In a sense, we have now completed a full cycle 
in somewhat over a century of study of hepatic 
coma. Several of its earliest students, Griffin, Han- 
lon, George Budd, and Frerichs, believed that 
drastic purgation was the only method that held 
any hope in cases of acute vellow atrophy with 
coma. The most definitive statement on this point is 
found in George Budd’s book on the liver, published 
in 1846: “The conclusion that may be most safely 
drawn from the foregoing cases is that in some 
instances coma may probably be prevented or re- 
moved and the life of the patient saved by active 
purging.” 

Having recognized that the patient has cirrhosis 
of the liver, the physician should give careful at- 
tention to any manifestations of hepatic encephalop- 
athy. It is much better to ward off an impending 
coma than to struggle with the fully developed 
state. A conscious effort should be made to note 
the fetor hepaticus, even in but faint degree, near 
the patient’s mouth. If this odor is easily noted at 
some distance, the likelihood of coma is consider- 
able, if it is not already present or impending. Un- 
fortunately, there are marked individual differences 
in the ability to note this peculiar odor. 

Any definite change in the patient's behavior, 
such as inattention, failure to respond, euphoria, 
or confusion, should at once be regarded with 
gravity. The patient should also be observed occa- 


tes 
° 

iy 

Ss 

a 

4 


Vol. 166, No. 7 


sionally to determine whether he has a flapping 
tremor; this must be determined with the hands 
and fingers of the patient outstretched. The occur- 
rence of pyramidal tract signs, such as a positive 
Babinski sign, ankle clonus, hyperactive deep re- 
flexes, spasticity, and positive Hoffmann signs, 
usually does not appear as early as the flapping 
tremor. Many of these evidences require prompt 
elimination or great reduction of protein in the diet. 
A saline laxative, followed by oral administration 
of 500 mg. of neomycin ( Mycifradin, Neomycin ) 
sulfate given three times daily, is advisable. 

If the patient is in coma and is unable to take 
medicaments by mouth, it is probably best to in- 
troduce a Boas tube into the stomach to remove 
the contents. However, if blood is present, a Seng- 
staken tube is substituted. Magnesium sulfate and 
neomycin sulfate may then be given. It is well, at 
least for the first two days, to give intravenously 
a suitable preparation of tetracycline (Achromycin, 
Panmycin, Polycycline, Steclin, Tetracyn) hydro- 
chloride, since it is not uncommon for bacteria 
from the colon to invade the blood stream in cases 
of advanced cirrhosis. Indeed, this invasion may 
actually precipitate hepatic coma in some cases, 
probably on the basis of endotoxin shock. 

It is essential that in cases of hepatic encephalop- 
athy and impending coma the blood pressure be 
maintained, if necessary by means of vasopressor 
agents. In our own experience, metaraminol ( Ara- 
mine) bitartrate has been the most satisfactory, 
but the use of any of these agents should be mini- 
mized, as they are unphysiological and their con- 
tinued use may promote ischemic necrosis. Never- 
theless, in certain instances when hypotension was 
prominent, it is believed that they were lifesaving. 
All cerebral depressants, especially opiates, should 
be avoided. Great difficulty may be encountered 
because of restlessness or even agitated behavior. 
In such instances, chloral hydrate administered by 
rectum, or soluble barbiturates given hypodermi- 
cally, or both in moderate amounts may be the 
lesser of two evils. There is some evidence that the 
short-chain, long-acting barbiturates are safer in 
such cases. 

Intravenous administration of dextrose should be 
continued rather steadily in the form of a 10% solu- 
tion in water for injection. Salt may be given once 
or twice daily, depending upon various factors, in- 
cluding the sodium and potassium levels, the pres- 
ence of ascites and edema, and the pulmonary 
status. Oxygen administered by mask or tent 
seems to be of value in some cases. 

Intravenous administration of sodium glutamate 
(Glutavene) has now been tried rather extensively, 
the rationale being to take up ammonia in the 
brain and prevent intrinsic glutamine formation; in 
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other words, reversal of the Krebs cycle, normally 
toward alphaketoglutarate and oxygen utilization. 
It is generally agreed that sodium glutamate has 
only limited value and cannot be expected to pro- 
duce improvement in patients in whom coma has 
developed spontaneously, that is, without a pre- 
cipitating factor, such as paracentesis, a moderate 
hemorrhage, or cerebral depressants. In those pa- 
tients in whom it is likely that the liver damage 
is not quite as advanced, sodium glutamate has 
appeared to be of some value, There is no evidence 
that it is harmful, except for the addition of sodium 
involved. Potassium glutamate or a suitable pro- 
portion of the sodium and potassium salts may be 
used, depending upon the serum sodium and potas- 
sium levels. Sodium glutamate may be given in 
amounts of 25 Gm. intravenously as often as every 
six hours. This amount is diluted in at least 500 
ce. of 5 or 10% dextrose in water for injection. 

Preliminary reports indicate that arginine may 
be of value in the treatment of hepatic coma by 
virtue of the Krebs-Henseleit cycle in which hepatic 
arginase splits off urea; the resulting ornithine takes 
up ammonia to form citrullin, and this, in turn, adds 
ammonia to form more arginine. Any valuable 
effect of arginine is believed to depend upon the 
presence of arginase, and this, so far as is known, 
is formed mainly in the liver. Although it might 
seem at first glance that in severe liver damage 
this mechanism would utterly fail, it does appear 
that arginase is often available in sufficient amount 
to permit urea formation. Patients have often been 
observed to have steadily increasing blood urea 
nitrogen values even shortly before death from 
hepatic coma. Conversely, hepatectomized animals 
show precipitous decline of blood urea. Some en- 
couraging results with arginine in patients with 
hepatic coma have been reported, and further con- 
trolled studies of its possible effectiveness are 
awaited. Arginine may be administered in similar 
fashion to sodium glutamate. 

Massive therapy with cortisone (Cortisone, Cor- 
togen, Cortone) acetate has been advocated for 
hepatic coma, but the results do not agree and 
have often been disappointing. It may be that the 
method has considerably more value in cases of 
acute hepatic injury, such as hepatitis with necrosis 
or subacute atrophy, than in cirrhosis. 

There has been limited experience in the treat- 
ment of hepatic coma by dialysis with the artificial 
kidney. On occasion a dramatic return to conscious- 
ness has occurred but rarely a significant recovery. 
It appears that such a result is to be anticipated 
only in cases in which renal insufficiency is prom- 
inent. In our own limited experience, fatal relapse 
has been invariable within one to three days. The 
method at present is technically difficult and, ex- 
cept with an experienced team, may do more harm 
than good. 
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Bleeding Varices.—Bleeding from esophageal or 
gastric varices is the most threatening individual 
complication of hepatic cirrhosis. Quite apart from 
the possibility of immediate or early exsanguination, 
it is evident that because of its sudden provision 
of protein to the bacterial flora in the colon, to- 
gether with its adverse effect on circulation through 
the liver, any large gastrointestinal hemorrhage is 
likely to precipitate hepatic coma in an individual 
already suffering from cirrhosis. This may be a 
fatal event even when no prior symptoms of cir- 
rhosis have appeared and when the disease has 
gone completely unrecognized. 

It is generally accepted that in a patient with 
severe cirrhosis a liberal intake of protein over a 
day’s period, as, for example, 100 Gm., may be 
sufficient to precipitate hepatic coma. What then 
is to be expected when a liter of blood, representing 
something in the neighborhood of 200 Gm. of pro- 
tein, is rapidly released into the gastrointestinal 
tract and soon becomes available to the action of the 
colonic bacteria? It should be borne in mind that 
there is generally arterial hypotension with hepatic 
ischemia and further hepatic functional impairment 
as well as cerebral ischemia. At the same time, the 
venovenous shunting in the liver may remain rela- 
tively unimpaired, so that the products of protein 
decomposition in the portal blood, including am- 
monia, gain access to the general and the cerebral 
circulations in greatly increased amount. 

With these facts in mind, it is scarcely surprising 
that coma may rapidly supervene in a patient with 
bleeding varices. Obviously, whatever is to be done 
must be done with dispatch. First of all, hemostasis 
is to be secured. Use of the Sengstaken tube has 
often been lifesaving at this juncture. This is simply 
a balloon or condom type of tamponade at the car- 
dia and at the lower end of the esophagus. A tube 
passes through the lumen of the balloon into the 
stomach, permitting removal of gastric contents 
and introduction of any desired material. Continu- 
ous suction should be maintained to remove as 
much blood as possible, except during brief periods 
when neomycin sulfate and magnesium sulfate are 
being introduced. Some have used the Nachlas tube, 
which has no esophageal balloon but permits as- 
piration of the esophagus above the balloon which 
compresses the veins in the fundus. I have not 
had any personal experience with this tube. 

Posterior pituitary preparations have recently 
been noted to reduce portal pressure and might 
thus be expected to benefit bleeding. Further studies 
of their possible value in this respect are awaited. 

Hematemesis or melena in a patient known to 
have hepatic cirrhosis is not necessarily due to a 
bleeding varix. As mentioned earlier, benign ulcers 
in the stomach or duodenum are somewhat more 
common is patients with cirrhosis, as a group. Never- 
theless, if the evidence of cirrhosis is strong, the 
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likelihood of a bleeding varix is much greater, and 
it is best in case of doubt to employ the Sengstaken 
tamponade. However, if this is not soon successful 
in stopping the hemorrhage, barium sulfate should 
be introduced to permit x-ray visualization of the 
stomach and duodenum. If an ulcer is found, the 
decision must be reached on individual grounds as 
to surgical or further conservative management, a 
subject scarcely within the province of the present 
discussion. If evidence of an ulcer is lacking, it is 
quite likely that a gastric varix is the cause of 
hemorrhage. Since this is not easily brought within 
the range of a Sengstaken tamponade, a decision 
will then have to be reached as to whether the 
patient will tolerate any surgical procedure, and, 
if so, which procedure is least dangerous. 

Until recently, surgeons particularly interested 
in this field have preferred not to perform porta- 
caval or splenorenal shunting operations as emer- 
gency procedures. Often in this situation the veins 
contributing to the esophageal plexus have been 
ligated, or an esophagogastrectomy has been per- 
formed. However, there is no conclusive evidence 
that either of these procedures is as satisfactory or 
even as safe as a shunt operation in the hands of 
an experienced surgeon. I personally believe that 
the latter is to be preferred if an emergency opera- 
tion is necessary. 

The question of portacaval or splenorenal shunt 
is still somewhat controversial, although the majori- 
ty of surgeons interested in this problem favor the 
portacaval operation. The principal reason for this 
is that, in general, a wider stoma less liable to 
thrombosis can be achieved. The splenorenal oper- 
ation is relatively more physiological but less likely 
to reduce the portal pressure, and the anastomosis 
is more prone to subsequent closure. This operation 
should not be done unless preliminary splenopor- 
tography has revealed a greatly enlarged splenic 
vein. 

In the portacaval operation as at present per- 
formed, the spleen is usually not removed. There 
is a widespread belief that, if the portal pressure 
is returned to normal as a result of the procedure, 
any hypersplenism that has been present, as mani- 
fested by hemolytic anemia, leukopenia, or throm- 
bocytopenia, will disappear. In some cases, how- 
ever, this has not been true, and one or more of 
these manifestations have persisted postoperatively. 
A subsequent splenectomy may be necessary in 
such cases. Indeed, while the portacaval shunt may 
eliminate hypersplenism, this sequence may ensue 
too slowly to remove a dangerous thrombocytopenic 
or hemolytic factor. Hence, it may be wiser to 
contemplate a splenectomy as a first-stage opera- 
tion, to be followed after a few weeks by a porta- 
caval shunt, assuming that a splenorenal shunt was 
judged inadvisable and the splenectomy was well 
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tolerated. It should be mentioned that splenopor- 
tography is of great value in determining the paten- 
cy of the portacaval shunt prior to a splenectomy. 

Care must be used in the selection of cases for 
a shunt operation. There is general agreement that 
any marked evidence of hepatic insufficiency contra- 
indicates the procedure. In the presence of severe 
regurgitation jaundice, hypoalbuminemia (less than 
2.2%), severe hypoprothrombinemia uncorrected by 
vitamin K, or any evidence whatever of hepatic 
encephalopathy, the operation should at least be 
deferred to determine whether sufficient improve- 
ment may occur over a reasonable period of time. 
Especially in the alcoholic-dietary group, improve- 
ment may be striking. In some instances, the varices 
become much smaller or even disappear, although 
such disappearance may be only transitory. 

The question has been debated whether a shunt 
operation should be done in the presence of easily 
demonstrable varices when there has not been any 
evident hemorrhage. One objection is the relatively 
high incidence of encephalopathy occurring in pa- 
tients after the shunt operation and their poor 
tolerance of protein. Since varices at times become 
much smaller or even disappear, it seems wiser to 
defer operation for a period of three to six months 
and to reexamine the esophagus. If the varices are 
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unchanged, it is probably best to carry out spleno- 
portography in order to gain a better concept of 
the size and extent of the collateral circulation, 
with the likelihood of operation in view. The 
splenoportography should not be done unless the 
patient is otherwise a suitable risk for a shunt oper- 
ation. Although accidents with the procedure have 
been relatively few, it is best to be in a position 
to have an immediate laparotomy performed should 
a splenic hemorrhage occur. 

The disappearance of esophageal varices is at 
times quite remarkable. I recently examined a 
patient, whom I had seen more than 20 years ear- 
lier, who had had a massive hematemesis due to 
a bleeding esophageal varix. This, in turn, was on 
the basis of hepar lobatum proved at operation. 
The varices were easily demonstrable by x-ray and 
esophagoscopy. The hepatic syphilis was treated 
only with bismuth, and the patient was then lost 
sight of for many years. She recently returned in 
good health, having had no further symptoms or 
difficulties of any kind. A roentgenogram of the 
esophagus failed to reveal any evidence of varices. 
The liver was barely palpable; the spleen was not 
felt. This is admittedly an unusual situation, but 
it emphasizes that varices are not always a per- 
sistent menace. 
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The origins of cosmetic formulation are lost in 
antiquity, but it is apparent that from earliest 
historical times the unguents and lotions used for 
personal adornment and beautification were a part 
of the stock in trade of the pharmacist or his prede- 
cessors. This report will discuss how that newcomer 
science was applied to the ancient cosmetic art 
and how science is now being applied to some 
cosmetic problems. 

Until recent years, cosmetic products were made 
according to formulas of unknown origin, which 
were handed down from generation to generation. 
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SCIENTIFIC FORMULATION OF COSMETICS 


Paul G. I. Lauffer, Ph.D., Stamford, Conn. 


Since medieval times, cosmetic formularies have 
printed and reprinted essentially the same assort- 
ment of recipes for beauty preparations. A classic 
example is the formula for cold cream, which was 
either devised by the second-century physician 
Galen or handed down by him from an earlier 
source. Many pharmacopeias still use Galen’s for- 
mula, improved in stability by the use of borax 
to form emulsifying soaps from the fatty acids of 
the oil and wax, and refined in a few other minor 
details. 

[t was formerly common practice for the pharma- 
cist to compound toilet preparations, following 
formulas printed in various formularies. “The 
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Chemist and Druggist,” a book of pharmaceutical 
formulas published in 1911, devoted 243 of its 832 
pages to toilet preparations; Hiss and Ebert’s “New 
Standard Formulary,” 1920 edition, contained 140 
pages of recipes for perfumes and toilet articles. 
In addition to these traditional formulas, unknown 
numbers of secret recipes were worked out by less 
communicative individuals and used for their own 
brands of beauty products. Since secrecy has been 
the preferred means of protection, relatively few 
patents have been issued for cosmetic products. 

The great impetus for improvement of cosmetic 
products by application of scientific principles 
came in the 1920's when national brands became 
important in the toilet-goods field. World War I 
taught us that we could manufacture our own 
chemical materials and convinced manufacturers 
that their products should be improved and stand- 
ardized by scientific formulation and control. The 
volume of business attained by national advertising 
enabled firms to support the cost of laboratories 
for control and development. 

The manufacturer of cosmetics naturally wishes 
to make products superior to those of his competi- 
tors. His brand must have qualities to which he 
‘an point with pride if he is to hold a share of the 
market. He must always have in mind three watch- 
words: attractiveness, efficacy, safety. Each im- 
provement in a cosmetic product should enhance 
one or more of these qualities without detracting 
from the others. 

In the early days of cosmetic laboratories, the 
raw materials available were largely those which 
had been used for years in standard formulas. The 
functions of the laboratory centered about selection 
of the best sources of supply for these - materials 
and improvement of products by (1) altering the 
proportions of the traditional ingredients, (2) use 
of old ingredients for new applications, or (3) 
changes in methods of processing. Since these 
activities are still essential to the operation of a 
cosmetic laboratory, it will be worth while to de- 
scribe them briefly. 


Quality of Ingredients 


Obviously each ingredient must be of satisfactory 
quality, uniform from lot to lot, if the cosmetic 
product is to be kept at a consistently high level 
of excellence. It is not always easy, however, to 
designate all the desirable and undesirable qualities 
of a given ingredient and to devise adequate tests 
for disclosing the presence or absence of each. 
Even more difficult may be the establishment of 
quantitative methods for evaluating the essential 
features. 

Standard determinations of the more common 
physical and chemical properties are made on most 
ingredients. Naturally, the greater the number of 
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properties evaluated, the smaller the danger of mis- 
taken identity, adulteration, or inadequate purity. 
Some cosmetic ingredients are complex mixtures 
containing many chemical constituents; each phys- 
ical property of such a mixture is an average which 
may remain constant despite considerable variation 
in composition. Actual fractionation of such com- 
plex materials and determination of their composi- 
tion are out of the question as routine control 
operations. New instruments, such as the vapor 
chromatograph, are making it possible, however, 
to at least approximate the composition of mixtures 
of volatile substances (e. g., perfume oils) very 
rapidly. 
Best Use of Ingredients 


Given materials of the best quality, the cosmetic 
chemist must determine how they may best be 
combined into cosmetic products. Let us limit our 
discussion for the moment to the traditional in- 
gredients. We find that many improvements may 
be achieved through alterations in the laboratory 
procedures which have been mentioned previously. 

Altering Proportions.—In any standard formula- 
tion, improvements may frequently be made _ by 
changing the proportions of the ingredients. When 
the number of components is large, a systematic 
check of all possible combinations is a rather for- 
midable undertaking. A scheme of attack should 
be devised with the aid of statistical principles, so 
that all essential information will be obtained with- 
out wasted effort. 

Altering Procedures.—A given formula may result 
in products varying considerably with changes in 
the compounding procedure. Such changes include 
those introduced by using different equipment. 
Many factors can be expected to affect the proper- 
ties of a cosmetic product, such as temperature of 
mixing, rate of cooling, rate of stirring, and dura- 
tion of stirring. Here again, experiments must be 
planned to cover the field adequately with economy 
of effort. Laboratory equipment should be similar 
to plant equipment in essential features. 

New Products from Old Materials.—Cosmetic 
products may be developed for hitherto unknown 
uses simply by using standard materials in combi- 
nations best adapted for the new application. Thus, 
a moustache wax has been converted into an eye- 
lash cosmetic. Imagination and ingenuity are the 
principal requisites for success in developing new 
uses for standard materials. 

Product Control.—After a satisfactory product 
has been developed, it is important that each batch 
manufactured be subjected to tests of the most 
discriminating nature in order to determine whether 
quality standards are consistently maintained. Such 
controls have been regulated to such an extent that 
deviation from the acceptable standard is rare. 
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Modern Cosmetics 


Up until now the discussion has been limited to 
a description of the basic procedures in the cos- 
metic laboratory, those which have been established 
by tradition as fundamental in assuring good prod- 
ucts. In the past two or three decades. there have 
been superimposed upon such basic practice the 
activities that represent the attempts of leaders in 
cosmetic technology to excell over the performance 
of the past. These activities grew out of the fact 
that, as the resources of cosmetic manufacturers 
enabled them to staff their laboratories adequately, 
it became clear that cosmetic technology could 
be vastly improved by borrowing materials and 
techniques from other allied technologies and by 
applying principles set forth in the sciences under- 
lving those technologies. 


New Materials 


The most obvious progress made in modern 


cosmetic practice is comnected with the use of 


recently developed materials. However, inasmuch 
as the tonnages of raw materials used in cosmetic 
products are rather small compared with the total 
output of the chemical industry, it is natural that 
new chemical products are, as a rule, developed 
for applications outside the cosmetic industry. On 
the other hand, cosmetic manufacturers are often 
able to utilize materials whose cost makes them 
prohibitive for most other applications. This fact 
has led to the development of a limited number 
of materials primarily for cosmetic use. Typical 
of such materials are the so-called aromatic chemi- 
cals used as ingredients of fragrances. The cosmetic 
industry and the allied perfumery industry are the 
principal users of high-grade odorants. 

New materials under consideration for use as 
cosmetic ingredients must be evaluated to deter- 
mine whether their use will actually result in 
improved products. Materials of disagreeable odor 
or of dark color are automatically ruled out in 
most cases. Any unfavorable data on toxicity or 
irritating quality would also disqualify a material. 
The more promising materials are used as ingredi- 
ents of laboratory batches of cosmetic products 
in order to assess their effect upon the texture, 
consistency, appearance, and odor of these prod- 
ucts. If such tests are encouraging, pharmacological 
tests are then undertaken to secure sufficient data 
demonstrating that the material can be adjudged 
safe for human use in the concentrations and under 
the conditions of the projected use. Panel tests are 
also conducted to show whether the product con- 
taining the proposed new material is preferred by 
reason of superior attractiveness or efficacy to a 
control of known acceptability. 
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Sciences Underlying Cosmetic Technology 


The cosmetic manufacturer who might attempt 
to carry on these activities on an empirical basis 
would find himself swamped by the amount of 
work involved. The work is greatly lessened in 
amount and increased in effectiveness if all avail- 
able scientific principles are used, thereby elimi- 
nating experiments of low promise. The data most 
useful are those correlating chemical composition 
and structure with physical, chemical, and biologi- 
cal activity. The behavior of a material of given 
chemical structure can be predicted, within limite 
set by the incompleteness of our knowledge of 
structure-activity relationship. 

On looking at cosmetic problems from another 
angle, it is obvious that both the efficacy and the 
safety of cosmetic preparations can be predicted 
either by empirical methods or by using all avail- 
able scientific knowledge of the composition and 
functioning of the tissues involved and knowledge 
of the manner in which substances of given chemi- 
cal structures affect such tissues. The data applica- 
ble to such predictions of cosmetic effect may be 
drawn from studies by scientists of many disci- 
plines, ranging from mathematical physics to many 
subdivisions of the biological sciences. The middle 
ground of this vast scientific area is chemistry. 
There is some justification in referring to the whole 
body of data bearing upon cosmetic technology 
as cosmetic chemistry, since the data are, in gen- 
eral, most useful after they have been reduced 
to chemical terms. 

To make a comprehensive list of all sciences 
contributing to cosmetic technology would be a 
formidable undertaking, but some of the more 
obvious connections will be briefly described. Anat- 
omists and histologists have studied, described, and 
pictured the structure of the skin and its append- 
ages. Cytologists have peered into the individual 
cells and described the particulates coexisting there. 
Histochemists and cytochemists have identified 
components of tissues and cells, refining the tech- 
niques of the microchemist to the point where the 
cell particulates are beginning to divulge their 
composition. Enzymologists have provided means 
for detecting and measuring hundreds of the 
catalysts which promote the chemical reactions 
essential for life and health of cells and tissues. Pro- 
tein chemists are constantly increasing our under- 
standing of the mechanisms whereby each enzyme 
attracts the molecule of its own specific affinity, 
twists it into a more active shape, induces it to 
react with another molecule, then releases the new 
molecule and proceeds to repeat the cycle. 

Structural chemists are refining our knowledge 
of the effects long known vaguely as “steric hin- 
drance” and are defining “molecular shape” so as to 
enable us to associate certain chemical and physi- 
cal properties with definite groupings or physical 


. 


774 COMMITTEE ON COSMETICS 


measurements of the molecule. Synthetic chemists 
have confirmed the basic tenets of protein structure 
by synthesizing small peptides with physiological 
potency, such as oxytocin. Chemical physicists 
have measured bond lengths and angles, calculated 
electronic configurations in simple molecules, and 
devised methods of approximating such configura- 
tions for larger molecules, thus laying the founda- 
tion for structure-activity deductions. 

Many thousands of scientists have thus uncovered 
the facts and developed the concepts which enable 
us to describe the structure and function of living 
matter, from gross anatomy and physiology to 
electronic orbits. Yet the most fundamental studies, 
those establishing the electronic configurations of 
molecules, are the most fragmentary, for they are 
indeed difficult and time-consuming. Only in 1954 
was the first attempt made to correlate the physio- 
logical potency of a series of hydrocarbons with 
their molecular configurations as calculated by 
quantum-mechanical methods.’ The need for pene- 
trating investigation is being recognized more and 
more, and fundamental problems in the life sciences 
are likely to receive more attention, especially 
through federal support of research, as awareness 
of the need spreads.” 


Contributions from Allied Technologies 


The cosmetic chemist must be an opportunist, 
scanning the scientific literature for new facts and 
concepts applicable to his technology. The total 
gross sales of the cosmetic industry, some 800 
million dollars a year, result in a net income 
which would support only a modest fraction of 
our country’s 5-billion-dollar research program. 
Much fundamental research and some applied re- 
search undertaken for allied technologies will yield 
results enlightening for cosmetic problems. Fore- 
most may be the vast program of the National In- 
stitutes of Health, whose annual budget of over 80 
million dollars is spent largely for research in pure 
and applied biochemistry, both inside their own 
facilities and through grants to hundreds of uni- 
versities, research institutes, and private laboratories. 
However, this budget for basic research in the life 
sciences may be compared with the 1,750 million 
dollars spent by the United States government for 
scientific research in the fiscal year of 1954.* 

Hospitals, medical schools, and university de- 
partments of chemistry, biochemistry, biology, and 
physiology have contributed extensively to the 
advancement of the cosmetic industry, not only to 
basic studies but also to research on subjects of 
more immediate application. Dermatologists, for 
instance, are especially concerned with studies of 
the skin, and their work has been most valuable 
in pointing the way to many outstanding improve- 
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ments in cosmetic practice. An example is the work 
of Blank* and associates on emollients, which 
revolutionized the thinking on skin-treatment cos- 
metics. It had long been assumed that the outer 
layer of the skin was kept soft and supple by its 
content of oil or fat, that loss of oil was all that 
was necessary to make it hard and horny, and 
that absorption of oil would cause it to become 
soft and supple again. Blank showed, however, 
that the water content of the outer layer of the skin 
is the determining factor in softness, that hard, 
horny skin could be resoftened merely by exposure 
to a humid atmosphere, and that oils help soften 
the skin only by assisting it in absorbing or retain- 
ing moisture. As a result of this research, emollient 
materials and compositions are now being evalu- 
ated on the basis of their ability to keep the skin 
moist. 

Cosmetic chemists have learned much from the 
textile industry, whose scientists have made ex- 
tensive studies of wool and detergents, the results 
of which are applicable to human hair and to 
the surface-active agents used in cosmetics. Leather 
chemists have expanded our knowledge of the 
components of the skin, such as collagen and 
elastin, so important in maintaining the skin’s elas- 
ticity. Other technical data applicable to cosmetic 
technology may be obtained from (1) studies of 
the pharmacological effects of drugs as related to 
chemical structure, (2) studies of the mechanism 
of antigen-antibody reactions, and (3) studies of 
the composition of complex raw materials, such as 
hydrous wool fat (lanolin) and the waxes. 

In citing the multitudinous fields of science im- 
pinging upon cosmetic technology, there is no 
intention of implying that the cosmetic chemist 
aspires to competency in all these fields. Naturally, 
the expert must be called upon to design or super- 
vise effective work in his field of specialization and 
to make important decisions based thereupon. How- 
ever, the more the cosmetic chemist understands 
about the methods and the outstanding advances of 
the basic sciences mentioned, and the more alert he 
is to adapt to his own problems the discoveries of 
sister technologies, the more effective will be his 
efforts to create safe, attractive, and efficacious 
cosmetic products. 
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COUNCIL ON FOODS AND NUTRITION 


Report to the Council 


The Council on Foods and Nutrition has authorized publication of the following report. 


ON 


As a part of the Mutual Defense Assistance Pro- 
gram, the United States has launched a nutrition 
program for the purpose of assisting the developing 
countries of Asia and Africa in improving the health 
of their people. In most of these countries, the pri- 
mary concern of an estimated 90% of the people 
is survival, dependent upon food and shelter. Food 
becomes the so-called first line of defense. Although 
ithe nutrition program is directed toward the armed 
forces of the host country, a nutritional assessment 
of the new recruits gives an appraisal of one seg- 
ment of the civilian population and the food, die- 
tary, and agricultural studies reflect the habits, 
customs, and resources of the entire population 

The countries included in this program are keen- 
ly aware of the seriousness of their nutritional prob- 
lems and have indicated a desire for assistance and 
guidance in developing national nutrition programs. 
However, since comprehensive surveys were not 
undertaken in this program, the extent and type 
of nutritional and feeding problems are unknown. 


Organization of Committee 


The committee was organized after the experi- 
ence of the United States in Korea and Formosa 
in 1952 to 1954. It was found that much of the 
data in reference to food and nutrition that had 
been collected previously was not generally avail- 
able to the groups who had operating responsi- 
bilities in this area. No less than six different groups 
were independently making studies in Formosa. 
Coordination of these studies was indicated, both 
to economize and to consolidate the recommenda- 
tions. 

In the summer of 1954, a special coordinating 
committee was organized at the National Institutes 
of Health by Drs. Frank B. Berry. Department of 
Defense; W. H. Sebrell Jr. and the late Harold R. 
Sandstead, U. S. Public Health Service; Howard T. 


Chairman (Dr. Berry) and Executive Director (Dr. Schaefer), Inter- 
departmental Committee on Nutrition for National Defense. Dr. Berry 
is Assistant Secretary of Defense (Health and Medical), and Dr. 
Schaefer is with the National Institutes of Health. 


PROGRAM OF THE INTERDEPARTMENTAL COMMITTEE 


NUTRITION FOR NATIONAL DEFENSE 
Frank B. Berry, M.D. 


A. E. Schaefer, Ph.D., Bethesda, Md. 


L. Wurre, Sc.D., Secretary. 


Karsner, Department of the Navy; and Stanhope 
Bayne-Jones, Department of the Army. The Inter- 
departmental Committee on Nutrition for National 
Defense (ICNND) was formally constituted early 
in 1955 by a memorandum of agreement signed by 
the secretaries of the interested agencies (depart- 
ments of Defense, state, agriculture, and health, 
education and welfare, and the International Co- 
operation Administration ). The committee was later 
expanded to include the Atomic Energy Commis- 
sion. Committee membership includes representa- 
tives from the foregoing agencies. The committee 
has a small secretariat, consisting of an executive 
director, a nutritionist, a clinician, and an agricul- 
tural economist, with offices at the NIH. 

A panel of 20 consultants, who are specialists in 
the fields of nutrition, medicine, biochemistry, food 
technology, and agriculture and who haxe experi- 
ence in these areas of special interest, serves as an 
advisory body. 

Four consultant subcommittees have been ap- 
pointed to deal with the following problems: (1) 
standard methods for nutrition surveys, (2) nutri- 
tional requirements and working standards, (3) 
nutrition research programs for foreign countries, 
and (4) food and agriculture. 


Functions of Committee 


The purpose of the committee is to deal with 
nutritional problems of technical, military, and 
economic importance in foreign countries where the 
United States has a special interest. The committee 
serves as a central clearing house for food and 
nutrition information, reviews nutrition projects 
being conducted in areas where the United States 
is giving assistance and, when appropriate, coordi- 
nates, advises, and participates in field projects 


Nutrition Survey Program 


In April, 1955, Drs. Berry and Sandstead visited 
a number of countries in the Near East to discuss 
nutrition and health problems. As a result of their 
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visit, the LCNND received requests from the gov- 
ernments of Iran, Pakistan, and Turkey for assist- 
ance in conducting nutrition surveys and for estab- 
lishing nutrition services for their armed forces. 
Funds for such assistance were arranged through 
the Assistant Secretary of Defense for International 
Security Affairs as part of the United States Mu- 
tual Defense Assistance Program. 

Objectives.—The objectives of the nutrition sur- 
veys can best be summarized by three words— 
assess, assist, and learn. The assessment phase in- 
volves an evaluation of the nutritional status of the 
population and the capabilities and potential to 
improve the health of the people. In conjunction 
with the surveys, immediate assistance is given by 
training the host-country personnel in nutrition 
evaluation techniques, with emphasis on clinical 
and biochemical phases, dietary intake, and food 
production studies, by furnishing essential labora- 
tory equipment and supplies for establishing a 
medical nutrition and food laboratory, and by de- 
fining the major nutrition problems and developing 
practical recommendations so that the host country 
can best utilize the resources within the country. 
The surveys afford an excellent opportunity for 
United States personnel to learn much from these 
countries regarding their nutritional diseases, foods 
and food habits, and customs and practices. The 
clinical, biochemical, and dietary data obtained 
contribute to a better understanding of nutritional 
diseases. 

Implementation.—On request for assistance from 
a country under the Mutual Defense Assistance 
Program, the ICNND organizes a nutrition team 
by appointing specialists in the fields of medicine, 
nutrition, sanitation, food technology, and agricul- 
ture. For most surveys, the United States nutrition 
team members include a survey director, one or 
two clinicians, three biochemists, two food and 
dietary survey specialists (usually former United 
States Army nutrition officers ), a food technologist, 
an agricultural economist, and a sanitary engineer. 
The host country furnishes counterpart personnel, 
laboratory space, and other logistical support. The 
duration of the surveys is approximately 70 to 90 
days. 

The committee has had the wholehearted support 
and cooperation of our academic institutions, the 
armed services, the Public Health Service, and 
the medical profession in releasing personnel for 
the surveys. To date, 12 colleges and universities 
have participated, namely, Vanderbilt, Cornell, Lli- 
nois, Maryland, Harvard, Rochester, Tulane, Tem- 
ple, Texas A. and M., Oregon State, Pennsylvania 
State, and Virginia Polytechnic Institute. The 
United States Army Medical Nutrition Laboratory, 
the NIH, and the Office of the Surgeon General 
of the Army have also supplied personnel. Labora- 
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tory support has been obtained from the Naval 
Medical Research Unit at Cairo, Egypt, and the 
United States 406 Medical General Laboratory in 
Japan. 

Guide Manual.—A “Manual for Nutrition Sur- 
veys’ has been prepared by the committee, its con- 
sultants, and its survey team members.' The man- 
ual, which serves as a guide for conducting nutrition 
surveys, includes the following chapters: (1) Sam- 
pling, (2) Clinical Appraisal of Nutriture (clinical 
examination procedures, description of lesions, in- 
structions for recording and coding data), (3) Bio- 
chemical Methods, (4) Dietary Studies, (5) Sug- 
gested Interpretive Guide for Clinical, Biochemical 
and Dietary Findings, (6) Economics and Agricul- 
ture, (7) Food Technology, (8) Supplemental 
Health and Statistics Data, and (9) Essential Lab- 
oratory Equipment and Supplies. 

The primary purposes of this manual are (1) to 
establish uniformity in methods, techniques, and 
procedures that will provide a basis for reliable 
comparison of survey results within and among 
countries; (2) to serve as a reference to insure 
maximum coverage of the major facts considered 
essential in appraising nutritional status, which will 
permit practical effective recommendations consist- 
ent with the countries’ capabilities and customs; 
(3) to define the responsibilities and duties of 
various team members; and (4) to assist in training 
counterpart personnel in survey techniques and in 
establishing permanent nutrition services. 

Procedures.—The clinical team conducts a physi- 
cal examination on those persons who make up 
the statistical sample, the exact number being 
determined by the population. In general, approxi- 
mately 2,000 persons are given detailed examina- 
tions, and, in addition, 3,000 to 5,000 individuals 
are given abbreviated physical examinations that 
are limited to selected major signs of nutrition 
significance. Urine and blood sampies are obtained 
from approximately 500 of the individuals who re- 
ceive a complete physical examination. The routine 
biochemical analyses include determinations of 
hemoglobin, hematocrit, plasma protein, plasma 
vitamin C, carotene, and vitamin A, and urinary thia- 
mine, riboflavin, and N’methylnicotinamide. If the 
time permits or findings so dictate, the biochemical 
team is equipped to determine total serum choles- 
terol levels and serum albumin and globulin values 
and to conduct vitamin saturation tests. 

The food and dietary team determines daily food 
intake by inventory and food preparation survey 
techniques and collects composite samples of pre- 
pared food for chemical analysis. In addition, data 
are collected on food issues, menu planning, food 
habits, production, preparation, processing, storage, 
and transportation. 
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Surveys Sponsored by ICNND 


Since the first surveys in Iran and Pakistan, be- 
ginning in January, 1956, the following countries 
have been included in this program: Republic of 
Korea in 1956, and the Philippines, Turkey, and 
Libya in 1957. Plans for nutrition surveys in ap- 
proximately three countries each year have been 
included in the Mutual Defense Assistance Pro- 
gram. The cost to the United States for each survey 
has averaged approximately $53,000. This amount 
includes the travel expenses and salaries of the 
United States team members and the purchase and 
shipment of laboratory equipment and_ supplies. 
The equipment is transferred to the host govern- 
ment when the survey is completed. 


Internation Nutrition Conference—Iran, 1956 


Contacts made by the nutrition teams in Iran 
and Pakistan not only insured an increasingly cordial 
welcome to United States personnel, but also were 
responsible for the suggestion by the members of 
the Baghdad Pact that a general nutrition confer- 
ence be held in Tehran. The Iranian government 
invited its neighboring countries to attend the 
conference as guests of the government. The con- 
ference was attended by representatives of the 
armed forces of lraq, Turkey, Pakistan, the United 
Kingdom, and the United States. 

A resolution was adopted by the delegates to this 
conference that an Internation Nutrition Committee 
be organized and that similar meetings be held 
annually. The general purpose of these meetings 
is to disseminate information on nutrition work 
carried out in the respective areas. The delegates 
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also passed a resolution requesting the Interdepart- 
mental Committee on Nutrition for National De- 
tense to serve as secretariat for the first year of 
operation. The United States, through the Depart- 
ments of State and Defense, has authorized United 
States participation in this internation committee. 

The hospitality of the Iranians, their sincere 
friendship, and the active participation of all dele- 
gates at the conference left a favorable and lasting 
impression. This opportunity for discussing mutual 
nutrition problems, exchanging ideas, and learning 
of new techniques and problems set a precedent 
for continued meetings of this type. 

The government of Turkey has invited this newly 
formed Internation Nutrition Committee to meet 
in Ankara in April, 1958. 


Survey Findings 


Official reports on the survey findings and recom- 
mendations for the Iran, Pakistan, and Korea sur- 
veys have been published as special reports by the 
ICNND.* Scientific papers on all the surveys will 
be published in scientific journals. 
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COUNCIL ON INDUSTRIAL HEALTH 


GUIDING 


Foreword 


This outline has been developed by the Joint 
Committee on Health Programs for Hospital Per- 
sonnel of the American Hospital Association and the 
American Medical Association.* It covers guiding 
principles basic to the development of sound em- 
ployee health programs in hospitals and is offered 
as a guide to institutions interested in developing 
such programs. 

Employees in hospitals are entitled to the same 
benefits in health maintenance and protection as 
are industrial employees. Therefore, programs of 


*Approved by the American Medical Association’s House of Dele- 
gates on Dec. 5, 1957, and by the American Hospital Association’s 
Board of Trustees on May 19, 1957. 


PRINCIPLES FOR AN OCCUPATIONAL HEALTH PROGRAM 
IN A HOSPITAL EMPLOYEE GROUP 


health services in hospitals should use the tech- 
niques of preventive medicine which have been 
found by experience in industry to approach con- 
structively the health requirements of employees. 

It is essential that employee health programs in 
hospitals, as in industry, be established as separate 
functions with independent facilities and personnel. 
The fact that hospitals are engaged in the care of 
the sick as their primary function does not alter 
the necessary organizational plan for an effective 
occupational health program. 

The following principles relate primarily to “em- 
ployees,” that is, individuals for whom the hospital 
is liable for the payment of F. I. C. A. or Social 
Security taxes as contrasted with “students.” How- 


* 
= . 


778 COUNCIL ON INDUSTRIAL HEALTH 


ever, health services to employees and _ students 
should be given in the same facility and by the 
same nurse-physician team, wherever possible. 

Wherever regulations for screening of specific 
categories of personnel have been developed by 
any official unit of government, these regulations 
should be complied with by hospitals for their per- 
sonnel in these categories. 

Wherever specific recommendations concerning 
personnel in particular sections of hospitals have 
been developed by recognized authorities, as in 
“Hospital Care of Newborn Infants” by the Amer- 
ican Academy of Pediatrics, these recommendations 
should be complied with by hospitals for their 
personnel. 

General Considerations 

An employee health service in a hospital is de- 
sirable because: 

1. There are moral obligations as well as legal 
requirements: (a) To provide a safe and healthful 
working environment for employees. (b) To protect 
employees from special risks associated with con- 
tagious disease and other hazards of their occupa- 
tion. (c) To protect patients from risks associated 
with unhealthy employees. 

2. Hospitals should serve as examples to the 
public at large with respect to health education, 
preventive medicine, and job safety. 

3. Experience in other employee groups has 
shown that occupational health services result in 
healthier, more effective employees and often re- 
duce absenteeism, labor turnover and workmen’s 
compensation insurance premiums. 

Special Considerat’ »ns 

The success of an employee health service de- 
pends upon the following considerations: 

1. The motivation is that of benefit to the worker 
as well as to the institution. 

2. The program must have the active support 
of the governing authorities, attending medical staff, 
and the employee group. 

3. The service should emphasize health mainte- 
nance and the prevention of illness and disability. 

4. The service should be conducted by a physi- 
cian as a special assignment. 


Purpose of Service 


1. To aid the placement of employees in work 
compatible with their physical capacity and erno- 
tional make-up. 

2. To maintain and improve the health and 
efficiency of employees through education in con- 
structive health measures and motivation of the 
individual with respect to his health. 

3. To protect both employees and patients against 
health hazards in the hospital. 
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4. To reduce worker absenteeism due to ill- 
ness or injury through: (a) Study and elimination 
of the causes of absenteeism. (b) The provision of 
medical and surgical care to restore health and 
productive capacity as promptly as possible after 
occupational illness or injury. (c) The provision 
of emergency medical and surgical care for non- 
occupationally acquired illnesses or injuries. Re- 
quests for treatment of repetitive personal disorders 
should be discouraged and employees needing such 
care should be referred to their personal physicians. 


Scope of Service 


1. Medical Examinations 

a. The initial examination should be designed to 
determine the state of health of the individual in 
order to facilitate suitable placement in employ- 
ment. This examination should include (1) The 
worker’s personal and family history. (2) His oc- 
cupational history. (3) A physical examination. (4 ) 
Other procedures to help determine the individual's 
employability. 

b. Subsequent examination should be carried out 
at suitable intervals and designed to detect any 
sign or symptom of ill health related to employ- 
ment conditions and to evaluate the health status of 
the individual in order to determine whether his 
health is compatible with his job assignment. All 
examinations must be conducted by physicians with 
such assistance from ancillary personnel as may be 
required. Prior to each examination, the individual 
should be advised as to its constructive purpose 
and value. At the conclusion of an examination, the 
physician should discuss his findings meaningfully 
with the individual. When health defects are found, 
the physician should explain to the individual the 
importance of obtaining further medical attention, 
and encourage him to consult his personal physi- 
cian. 

2. Records 

Complete and confidential records of medical 
examinations and care should be kept. The pro- 
cedure for numbering and filing employee health 
records will vary according to local circumstances. 
Any system used, however, should be based on the 
unit record system and provide for the free ex- 
change of the medical record between the em- 
ployee health service and the hospital record room. 

3. Health Education and Counseling 

The physician and nurse in the employee health 
service should use every opportunity for the in- 
struction of employees in good health practices 
while at work and away from work. 

4. Medical and Surgical Care 

a. Occupational Disability 

(1) Provision of medical services for occupation- 
ally induced injury or illness should be in accord 
with the workmen's compensation laws and directed 
toward optimum rehabilitation of the employee. 
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(2) When the health service physician assumes 
responsibility for care of industrial injuries or oc- 
cupational diseases, he should seek qualified assist- 
ance or consultation as indicated by the nature of 
the injury or disease. 

b. Nonoccupational Disability 

(1) The treatment of injuries or diseases not 
occupational in character is the function of the 
employee’s personal physician. (2) The employee 
health service physician should limit his treatment 
of nonoccupational disabilities to the following: 
(a) For minor disorders, first aid or palliative 
treatment may be given if the condition is one for 
which the individual would not reasonably be ex- 
pected to seek the attention of a personal physician, 
or to enable the individual] to complete his current 
work shift before consulting a personal physician. 
(b) Care as the emergency dictates in instances 
of urgent sickness during hours on duty until the 
patient can be cared for by his or her personal 
physician. 

Personnel 

1. Physician 

a. The occupational health service in a hospital, 
regardless of size, should have a designated physi- 
cian in charge. This physician should be directly 
responsible to the top administration of the hospital. 

b. The physician in charge should have interest 
in this work and, whenever possible, training or 
experience in industrial or other form of preventive 
medicine. He should acquaint himself personally 
with all materials, work procedures, and any spe- 
cial health hazards in the hospital to the end that 
he may recommend appropriate protection of em- 
ployees and patients against conditions actually or 
potentially harmful. 

c. The physician in charge of the health service 
should have continuity of appointment in so far as 
is possible. (The common practice of assigning 
a resident physician or intern to perform these 
duties is not recommended unless there is close, 
frequent and interested supervision by a physician 
who can assure this continuity. ) 

d. The physician in charge should prepare writ- 
ten standard procedures for the guidance of the 
nurse or nurses assigned to the occupational health 
service. 

e. The physician in charge should establish 
written policies regarding the management of em- 
ployees who become ill or are injured at times 
when the occupational health service is closed. 

f. The physician in charge should be a member 
or adviser to the health and safety committee of 
the hospital or the committee or group otherwise 
designated to fulfill these functions. 
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g. Relationships between the hospital and the 


‘ physician in charge, regarding his work schedule 


and compensation for his services, should be deter- 
mined locally. 

2. Nursing 

a. Every hospital, regardless of size, should ap- 
point a graduate nurse to work with the physician 
in charge of the occupational health service. 

b. The nurse should be chosen on the basis of 
aptitude and experience in professional nursing in 
an industrial medical department, public health 
agency, or the occupational health service agency, 
the outpatient service or emergency room of a 
hospital. 

c. The nurse should be responsible to the phy- 
sician in charge of the occupational health service 
for professional duties and activities in the program. 

d. The nurse should work under written standard 
procedures, developed by the physician in charge. 

e. The primary functions of the nurse are: (1) 
Providing nursing care for employees who are ill or 
injured as authorized by the physician in charge. 
(2) Assisting the physician with health mainte- 
nance examinations. (3) Participating in the health, 
safety and sanitation program of the hospital. (4) 
Promoting health education and engaging in health 
counseling. (5) Supervising the maintenance of 
adequate records and reports of all services ren- 
dered. (6) Maintaining familiarity with the work 
environment and its potential hazards. 


Facilities 


Principal requirements are 

1. Sufficient space for private interviews and 
examinations of applicants and regular employees. 
The facilities should be readily accessible to the 
employees. 

2. Appropriate equipment for the service furn- 
ished. 

3. Space for record maintenance and _ storage. 
must be supplied. 

4. The emergency room of the hospital is not the 
proper place for an occupational health service, but 
may be used for the immediate treatment of in- 
jured employees, and when the occupational health 
service is closed. Record of the treatment in the 
emergency room should be kept and filed in the 
employee's medical record. 
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HEALING OF ANORECTAL WOUNDS 
GUEST EDITORIAL 


Robert Turell, M.D. 


USTOM, habit, and tradition have greatly 

influenced the thinking on the healing of 

anorectal wounds after the performance 

of proctologic operations. Many proctolo- 
gists believe that healing of these wounds is en- 
hanced by topical medication and the routine 
periodic (every two to five days) passage of a lubri- 
cating finger into the anal canal, infrequently re- 
ferred to as “anal dilatation.” Some proctologists 
even train their patients to carry out this digital 
maneuver themselves and instruct them to pass 
an index finger or a dilator into the anal canal 
once or twice daily for about a month after dis- 
charge from the hospital. The soundness of this 
policy has, however, been questioned; it has been 
repeatedly observed that wounds from operations 
performed by many intestinal surgeons have healed 
effectively without the application of medicaments 
and after only two or three digital explorations 
have been performed, during the immediate post- 
operative course, primarily to detect any compli- 
cation. 

Because of these apparent differences of policy, 
an investigation was undertaken to study the effects 
of various therapeutic agents in ointments and 
creams and of frequent digital exploration on the 
healing of wounds from hemorrhoidectomy and 
fissurectomy. Accordingly, various therapeutic 
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agents, to some of which healing promoting qual- 
ities had been attributed, were applied to the 
wounds, and digital anai explorations were per- 
formed about every four or five days. The control 
patients received the same number of digital ex- 
plorations plus the application of inert substances, 
such as bland mixture of water-soluble gums or 
tragacanth paste. Subsequently, the number of digi- 
tal rectal examinations in the control patients was 
reduced to only two: one on the seventh post- 
operative day, to make sure of the immediate 
integrity of the wounds, and another after apparent 
healing of the wounds. Two startling revelations 
emerged from this clinical study: 1. The medica- 
ments employed were completely ineffective. 2. 
The relatively frequent passage of a digit into the 
anal canal does not expedite the healing process. 
This confirms the established biological fact that the 
healing of surgical wounds anywhere in the body 
may be delayed but cannot be expedited because 
under normal conditions natural healing proceeds 
at a maximum rate. 

The fallacy of the argument that topical medica- 
tion prevents irritation and combats infection, to 
which anorectal wounds are said to be particularly 
vulnerable, is more apparent in view of the fact 
that mild or minimal infection of wounds is harm- 
less because normal healthy tissue cells not only 
are endowed with competent defense mechanisms 
but may have their vigor stimulated by a mild 
infection. This is particularly true of the tissues in 
the anorectum, which have a special environmental 
immunity to infection in the form of an extremely 
abundant blood supply and nerve network. These 
tissues do not require the help of topically applied 
therapeutic agents such as cod liver oil, vitamins 
A and D, chlorophyll, hydroxyquinoline, and ethy] 
aminobenzoate. Incidentally, anesthetic drugs cause 
major perianal cutaneous sensitivity reactions in 
many patients. 

The fact that the wounds in the control patients, 
which were left practically undisturbed, healed 
uneventfully, rapidly, and completely suggests that 
the healing of wounds depends more on the type 
of operation performed and on the gentleness in 
handling tissues during operation than on either 
the postoperative topical application of therapeutic 
agents to wounds or the performance of frequent 
anal digital explorations. The passage of normally 
formed stool daily or every other day is enough in 
most cases to break up superficial bridging or ad- 
hesions and to facilitate granulation from the base 
outward. The mere performance of frequent digital 
examinations for the sake of reassuring the patients 
that they are being observed carefully may be good 
psychosomatic medicine but is surgically unneces- 
sary. Frequent manipulations of the anal region, 
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which is an erogenous zone, by the surgeon or 
patient (particularly the latter) may create a psy- 
chosexual problem or danger in some persons. It 
appears that the frequent use of the rectal dilator 
or the index finger by the surgeon or patient is 
invariably dictated by the dire need resulting from 
a poorly conceived new technique or a poorly exe- 
cuted orthodox operation. In these cases, too much 
normal anal integument is needlessly sacrificed or 
insufficient elastic anal skin between wounds is 
preserved. After the eventual healing of such 
wounds the resultant scar tissue lacks the elasticity 
or expansibility that is essential to normal defeca- 
tion. This in turn may terminate in anal dysfuction 
or even narrowing, requiring a corrective operation. 
This state of affairs infrequently follows the per- 
formance of the so-called plastic or other high- 
sounding techniques that may prove a trap for the 
unwary or younger surgeon. In sum, refinements of 
technique, gentleness in handling of tissues during 
operation, and the preservation of sufficient elastic 
integument between wounds (plus experience ) 
determine the good results of proctologic opera- 
tions. When any one or a combination of these 
basic principles is ignored, poor or disastrous re- 
sults may ensue. Therapeutic crutches in the form 
of frequent digital or instrumental anal dilations 
and drugs are no substitutes for basic concepts and 
sound surgical principles. The surgical treatment 
of lesions of the sensitive anorectum, like any other 
tvpe of operation, should be based on the solid 
principles of surgerv laid down by Halsted 


FROM GUESSWORK TO GUIDELINE 


How does a man’s injurv affect his ability to 
keep up the normal activities of daily living? To 
what degree is this ability impaired? How is the 
impairment evaluated? These are just a few of the 
manv knotty questions which tax medical judgment 
more and more in our expanding society. 

In a search for guidelines, doctors often are con- 
fronted instead by a maze of zigs and zags formed 
by the differing and fragmentary concepts of diverse 
agencies, such as the Veterans Administration, So- 
cial Security Administration, workmen’s compensa- 
tion boards, and insurance companies. Indeed, the 
average physician might find himself called upon to 
pronounce an administrative judgment on a per- 
manent disability, whereas his true responsibility— 
based on medical knowledge—is to do nothing more 
than evaluate a patient's bodily impairment. 

Competent evaluation of permanent impairment 
requires adequate and complete medical exami- 
nation, accurate objective measurement of func- 
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tion, and avoidance of subjective impressions and 
nonmedical factors such as the patient's age, sex, 
or employability. 

Now, at last, the zigs and zags are being pieced 
together into straighter lines. In an issue of Tut 
JourNAL which is being mailed separately this week 
to all subscribers is a 115-page “Guide to the 
Evaluation of Permanent Impairment of the Ex- 
tremities and Back.” This guide was developed by 
the American Medical Association's Committee on 
Medical Rating of Physical Impairment. A pioneer 
document and the first of its kind ever prepared 
by and for the medical profession, it represents 
many months of careful study of the literature and 
of views of recognized medical authorities, as well 
as consultation with experts in allied fields. 

While this first in a series of guides (future re- 
ports will cover the cardiovascular system, pulmo- 
nary conditions, vision, and other body systems ) 
should be of value to specialist physicians and in- 
terested nonmedical groups, it is designed primarily 
for the general medical practitioner. For it is the 
family doctor—the physician who is being called 
upon increasingly to provide medical data for 
applicants for disability benefits—who stands to 
gain the most from “guideline instead of guess- 
work” in evaluating those patients’ injuries. 

Here, in a comprehensive report, the best think- 
ing of many experts is placed at the disposal of 
doctors everywhere. As one becomes acquainted 
with this material, its simplicity and uniformity 
of application become readily apparent. Hope- 
fully, members of the A. M. A. committee see in 
their statement of values another stride toward 
full rehabilitation through improved administra- 
tion of various disability compensation programs. 

Since the ad hoc committee was established by 
the Board of Trustees on September 14, 1956, it 
has strived to contribute, through its work, to 
encouragement of just such rehabilitation. Among 
its other objectives are the study of such pro- 
grams for the disabled as the committee may 
find of value in performing its duties and to in- 
form constituent medical associations of the com- 
mittee’s current activities. 

Although the committee members, headed by Dr. 
Raymond M. McKeown of Coos Bay, Ore., have 
covered a complex field with great thoroughness, 
they state in their latest report that “periodic 
review will be necessary to assure the guide’s con- 
tinuing value as advances in medical knowledge 
and technique occur.” No better source for help 
in such review exists than the practicing physician. 
For this reason the committee members are earn- 
estly soliciting from the profession comments and 
suggestions which might further refine their 
ground-breaking effort. 
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The following papers were among those presented at the County Medical Societies Civil 
Defense Conference in Chicago, Nov. 9-10, 1957. This is a yearly conference sponsored by the 
Council on National Defense of the American Medical Association. Other papers will be pub- 


lished in the next issue of THe JouRNAL.—Eb. 


THE FUTURE ROLE OF THE FEDERAL CIVIL DEFENSE ADMINISTRATION 


Lewis E. Berry, Washington, D. C. 


The question we have been asked most frequent- 
lv during the last four weeks has been: “What effect 
will the Russian satellites have on civil defense?” 
Let us dispose of the Sputnik question at once. 
They will have no effect. The satellites presently 
whirling around the earth on various research mis- 
sions pose no new threat to anyone. The real threat 
we face is exactly what it has been for a number of 
years—the hydrogen bomb in unfriendly hands and 
the means to deliver it in quantity. If there is any 
significance at all to the satellites, it lies in the pro- 
pulsive agents that put them in their orbits. 

These seem to demonstrate long strides in rocket 
development, which in turn may mean much toward 
the perfection of the intercontinental ballistic mis- 
sile (ICBM). Russia some time ago claimed to have 
tested such a missile successfully, and while we 
have no proof of this fact, or of Russia’s- having 
solved the problem of re-entry into the earth’s 
atmosphere, still, her scientists lately have provided 
rather concrete proof to support what looked like 
reckless claims. The Federal Civil Defense Admin- 
istration (FCDA) has been warning the nation for 
several vears that it probably was only a question 
of time, which could be short or long, until the 
capability would exist for the delivery of hydrogen 
bombs on this continent by the ICBM. The ICBM 
has been most familiarly characterized as the ulti- 
mate weapon, even though it is not in itself a 
weapon at all. It is simply an incredibly fast de- 
livery system for the city-destroying weapons that 
have been developed in the last 12 years. 

What are the implications for civil defense if the 
ICBM is moving toward an operational capability? 
Let's look at them rather coldly. First, our massive 
retaliatory power, a long-standing deterrent to 
attack, would tend to shrink, since it apparently will 
depend for considerable time on manned bombers. 
Second, our warning time may be reduced from 2 
or 3 hours to perhaps 15 minutes, despite the costly 
radar lines we have strung across Canada and the 
frozen North. Third, since pin-point accuracy re- 
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mains a strong doubt of scientists, any part of the 
country might be subject to the blast and fire of 
poorly aimed or poorly delivered hydrogen weap- 
ons, as well as the lethal fall-out that has been 
recognized for several years. Fourth, there quite 
probably has been an appreciable shortening of 
the time that is left to us to perfect the nonmilitary 
defense that is so necessary to complement our 
armed strength. 

This passive, nonmilitary, or civil:defense is a 
vital element of the total defense that this nation 
would be required to muster to meet the threat of 
the kind of total war that nuclear weapons have 
made possible. Total defense represents the maxi- 
mum deterrent to total war. There are those who 
wishfully say that hydrogen wartare is so horrible 
that it actually is unthinkable. Sane men can scarce- 
ly envision this kind of war. But there remains 
always the possibility that fools or madmen could 
touch it off, and we do not have to go very far back 
in history to find wars started both by madmen and 
by desperation. Total defense would be something 
else. It would represent the maximum ability of the 
nation to survive the shock of nuclear attack and 
to recover as a functioning political, economic, and 
social entity. 

The implications of the ICBM have led lately to 
the repetition of another question directed at the 
FCDA. In its various forms it still boils down to 
this, “When are you going to give us a civil de- 
fense?” This has rather a naive tone. It seems to 
assume some possibility such as that by magic a 
protective cloak, or shield, or bomb-deflecting 
umbrella could be provided by FCDA to all of our 
potential target cities and their inhabitants; or that 
FCDA could somehow manufacture, package, and 
ship out to our often indifferent citizens a workable 
civil defense that has only to be wound up and set 
in operation like some mechanical device. What 
else could be implied by such a question as, “When 
are you going to give us a civil defense?” The flat 
answer to that question, in the sense that it is 
asked, is, “Never.” 
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Anyone who ever has or now expects FCDA to 
move in and run civil defense on the local level, 
everywhere in the country, is simply living in a 
fool’s paradise. We could not possibly produce the 
organization or the machinery to do the job. The 
military could not do it either, although this has 
sometimes been suggested. The military has pri- 
mary missions of its own, and it could not muster 
the manpower to provide any kind of protection to 
the 130,000 or so political entities that make up 
our counuy. The only kind of civil defense that will 
be effective will be, first of all, very personal and 
very local. Nobody will be able to do it for you or 
for any other individual, and it seems quite clear 
that for some time after an attack, your community 
would be entirely on its own resources. 

Fortunately, in whatever time we have available 
to us, there is a preattack phase to passive defense 
planning that could be the difference between sur- 
vival and defeat if we ever are attacked. One phase 
of supreme importance is getting people to prepare 
personally to protect themselves in their homes, 
their cities and towns, and on their farms. It is the 
responsibility of the individual to know of the 
threats he faces and what he can do about them. 
Whose life is at stake but his and his loved ones? 
Knowing how to deal with injuries, with minor 
fires, with cooking and sanitation problems when 
utility services are disrupted, knowing how to pro- 
tect the family from fall-out and insure its food 
supply for an indefinite time are some of the things 
everyone should know. 

Next in order would be local community plan- 
ning, with each governmental entity preparing itself 
to deal with any emergency that might arise. This, 
incidentally, is a precaution that could pay divi- 
dends at any time, the way natural disasters have 
been occurring in three-fourths of the states in 
recent vears. This brings up the question of volun- 
teers and their place in community civil defense 
planning. We believe the volunteer is vital to effec- 
tive community planning for emergencies. But we 
also believe that, to be fully effective, the volunteer 
should be made an official part, as auxiliaries, of 
established community services (fire and rescue, 
police, health) wherever they might usefully sup- 
port the regular professionals who might be bur- 
dened with extraordinary problems. A_ single 
exception to this might be in radiation monitoring. 
There is no equivalent professional department, in 
any community that we know about, trained and 
equipped to develop expanded radiation monitor- 
ing capability through auxiliaries. It is probable 
that this will have to be developed separately, as a 
new function, throughout the nation. 


FCDA Contributions to Total Defense 


Before all of this begins to sound solely like a 
program of “let George do it,” it might be appro- 
priate here to tell you something of what FCDA 
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has been doing to contribute significant segments 
of the total defense that we know we must develop. 
We are not satisfied with the total progress made, 
but there are a number of solid achievements which 
should be noted. 

First, we developed, and opened last May 1, a 
finely engineered warning network capable of flash- 
ing an attack alert to 200 key points in all 48 states 
in about 90 seconds. From those key points, another 
minute or two would see the alarm fanned out to 
nearly every community in the nation. 

Second, we are developing a home-warning de- 
vice, to be attached to ordinary house current and 
activated only by a deliberate overriding impulse 
from the power house, that now is undergoing in- 
tensive tests. We hope that it will offer extremely 
low-cost protection to every home using centrally 
generated electric power. 

Third, we are directing and financing in a ma- 
jority of the nation’s critical target areas the de- 
tailed operational survival plans that will let the 
responsible leaders of 95% of the people in all such 
areas know just what they have to do to insure that 
the maximum possible number of their people 
survives. These plans, by revealing deficiencies, tell 
each area just what it could do to improve its plans. 

Fourth, we are making an intensive study of a 
public-shelter program and currently are evaluating 
the results of tests we made during the past sum- 
mer on shelters we subjected to atomic bombing at 
the Nevada test site of the Atomic Energy Commis- 
sion. We know that shelter from fall-out will be a 
necessity. We are trving now to determine scien- 
tifically the chances of survival from blast and fire 
in shelters of varied strengths and costs. Under- 
taking shelter building on any other basis would 
be recklessly irresponsible. 

Fifth, we have stockpiled all over the country, 
awav from critical target areas, more than 1,900 
complete emergency hospitals which provide beds 
for more than 380,000 injured. We have other 
medical and engineering supplies, with the whole 
having cost some 225 million dollars. The medical 
supplies, for example, are enough to treat 5 million 
casualties for three weeks. We believe this to be 
far from enough, with today’s bombing potential, 
but we have made this much progress. 

Sixth, our contributions program extends into 
almost every state, helping the states and the cities 
obtain equipment that would be critically needed 
in emergencies. We have contributed more than 65 
million dollars to states and cities, helping them 
obtain rescue trucks and equipment, warning sys- 
tems, radio communication essentials, and many 
other items. 

Seventh, we are developing an increased flow of 
surplus property, already valued at many millions 
of dollars, which is increasing this state and city 
equipment witliout cost to them. And we are 
spreading radiation detection instruments through- 
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out the country and training people to use them. 

What is the future role of FCDA? As we see it, in 
order to make civil defense function as the home- 
front arm of military defense, there will have to be 
a great deal of hard work in many areas of respon- 
sibility. Specifically, there are such things as these: 
(1) perfecting at the earliest possible date the very 
specific operational plans for survival in every 
critical target area; (2) building into every structure 
and level of government (not just local government) 
the capability for strong, knowing leadership and 
decisive action in any kind of emergency; (3) bol- 
stering all essential municipal services that we men- 
tioned, such as fire, health, and police, and all of 
the equivalent state forces by thoroughly training 
the great volunteer potential into efficient auxilia- 
ries; (4) getting into place all of the useful hardware 
of civil defense—not just the warning systems and 
stockpiles, but all of the great array of equipment 
needed by all forces expanded by auxiliaries; and 
(5) convincing every adult that nobody is going to 
do his civil defense for him—that his is the first, 
and perhaps the critical, responsibility for his family 
and himself. We are anticipating some early and 
needed improvement in our ability to help accom- 
plish these necessary things. 

Most of you probably are aware that under the 
law today it is the intent of Congress that civil 
defense shall be primarily the responsibility of the 
states and their political subdivisions. The FCDA 
was created as a sort of auxiliary to this, with spe- 
cific missions of planning, coordinating, assisting, 
researching, and advising. We are heartened by the 
fact that the House has passed, and the Senate is 
expected to take up on its reconvening, an amend- 
ment to our basic law which, among other things, 
will make civil defense the joint responsibility of 
the federal government and the states and their 
subdivisions. One significant consequence of the 
adoption of this act would be that we could directly 
improve other levels of nonmilitary defense by 
helping finance the administrative costs of the in- 
creased effort to build into these governmental 
units the real capacity to deal with emergencies. 


Civil Defense in Government 


Civil defense in government, properly developed, 
is a number of things. It is providing for govern- 
ment’s own continuity by establishing clear lines 
of succession for all key offices, executive, legisla- 
tive, and judicial. It is planning carefully for the 
preservation of all records that are vital to the 
operation of government and to the protection of 
the rights and interests of individuals. It is the 
establishment of the safest possible sites from which 
all levels can function, and it is to make certain that 
all of the 7,500,000 employees of government at all 
levels in the nation have effective emergency as- 
signments. It is almost axiomatic that no level of 
government will initiate any or all of these things 
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without considerable prodding and guidance from 
above and below. We hope that we will have a 
much stronger voice, from the federal level, in the 
not too distant future. 

But, in our American system, decisive govern- 
mental action always grows principally from the 
needs and desires of people. Public acceptance and 
support must come before action, and must be 
sustained if the action is to produce real results. 
When a public program involves local, state, and 
federal effort, the people usually exert the real 
force that moves these levels to take consistent and 
coordinated action. No matter how grave the needs 
or keen the desires of the people, the people often 
remain disorganized and inarticulate without sound 
leadership. Leadership in their behalf is needed 
everywhere. This, of course, is not a condition 
peculiar to civil defense. Little good in any com- 
munity or state was ever accomplished without the 
active leadership of the business, professional, and 
industrial groups. Most of you are among the pro- 
fessional group. You have the stature to see to it, 
in behalf of all of the people, that there is devel- 
oped in government at all levels both the know-how 
and the ability to deal with an emergency of the 
magnitude that is possible today. Remember—the 
greatest danger is inherent in the hydrogen bomb, 
not Sputnik or any of its cousins that someone else 
may develop. 

Something I will never be able to understand is 
that as the bombs have grown bigger and bigger. 
most people have paid less and less attention to 
them and their potential for death and destruction. 
I honestly wish there were some practical way for 
every adult in America to see even a small atomic 
detonation such as they were setting off all summer 
at the Nevada test site. Technically they may be 
small, I should say. But when you face a detonation 
as I did six weeks ago, it is both stunning and un- 
forgettable. The flash of light 100 times as bright 
as the sun, the heat of the sun’s surface, the earth- 
shaking blast, the shock wave—these impress the 
viewer as no picture ever could and no words ever 
will. After even a nominal one of these, even the 
dullest mind would have a fairly sharp idea of what 
1,000 times this force would be, and that is the size 
weapon we are thinking of today—20 megatons—the 
equivalent of 20 million tons of TNT, or 2 million 
plane loads of World War II blockbusters put into 
a single neat package carried by a single plane or 
as the warhead of an ICBM. 

No matter what laws are passed affecting the 
future role of FCDA, none of them can minimize 
this. None of them can alter, either, the fact that 
civil defense in this nation will always first be per- 
sonal and local before it can be anything else. To 
make it all-effective we need understanding every- 
where of the gigantic proportions of the problem 
before us. We need planning that combines under- 
standing with imagination. We need to weld the 
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various segments of individual, family, school, busi- 
ness, professional, and industrial preparation, and 
the most thorough kind of emergency planning in 
every segment of government. We will have effec- 
tive civil defense in this country only when every 
level of government makes maximum effort to be 
ready to fulfill, under any and all circumstances, 
the obligations it owes to the people who created 
and maintain it, and, simultaneously, all of the 
people are ready to accept their own full responsi- 
bilities in the free society they profess to cherish. 
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Our time for preparation dwindles with every 
leaping advance in weapons and delivery systems. 
I think we will get the job done. I simply will not 
believe that the American people lack the imagina- 
tion, initiative, and guts to face the world as it is 
and might become, merely because it means effort 
and sacrifice here instead of on foreign battlefields. 
Admiral Radford laid it on the line for us when he 
said, “Liberty is not something we deserve merely 
because we were born Americans; each generation 
must earn it for itself.” 


EXERCISE “OPERATION REBOUND” 


Stanley W. Olson, M.D., Houston, Texas 


“Operation Rebound” was a project designed to 
test the ability of communities in the Gulf Coast 
region south of Houston, Texas, to provide medical 
support in the event of a disaster that would com- 
pletely destroy hospital and medical facilities with- 
in the urban area itself. It involved a field trial of 
the 200-bed Federal Civil Defense Administration 
(FCDA) emergency hospital by civilian physicians, 
nurses, and other assisting groups. It was accom- 
plished through the cooperation of the University 
of Texas Medical Branch in Galveston, Baylor Uni- 
versity College of Medicine in Houston, the Bra- 
zoria and Galveston County Medical Societies, and 
the civil defense organizations of those same coun- 
ties and of Houston. 

A theoretical problem was set up which specified 
that Houston had been hit by a nuclear weapon of 
large yield with complete destruction in a zone 
measuring 10 miles in radius from ground zero in 
the downtown area. It was further assumed that 
all of the city’s hospitals and medical care facilities 
had been destroyed and that the majority of the 
doctors, nurses and other hospital personnel had 
been killed or wounded. An estimated 100,000 per- 
sons on the periphery of the city were presumed 
to have survived, of whom many were injured. 

The specific problem involved the medical care 
of approximately 500 injured persons who were 
presumed to be transported by private vehicles 
south along one of the major evacuation highways. 
This is upwind of the prevailing wind direction, 
and the casualties were assumed to be free of 
radiation effects. The solution of the problem was 
one which above all else required organization and 
leadership. This was provided by Dr. Truman 
Blocker, professor of surgery of the University of 
Texas Medical Branch, who, in addition to his ex- 
tensive military experience, had organized and 
directed the effective medical care given to the 
survivors of the Texas City disaster in 1947. It is 
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difficult to describe adequately the tremendous 
effort and attention to detail required to inform 
and coordinate the activities of the approximately 
3,000 persons who participated in the exercise. 
Suffice it to say that it required a majority of Dr. 
Blocker’s time over a three-month period. 


Emergency Hospitals Setup 


A complete 200-bed FCDA emergency hospital 
had been assigned to each of the participating 
medical schools to be used for training purposes. 
They arrived from six or seven separate shipping 
points in approximately 150 crates, bales, and boxes, 
all of which were magnificently secured and rein- 
forced to prevent damage in shipment and storage. 
It was the care with which these items were packed 
that rendered them most difficult to unpack and 
use on an emergency basis. Moreover, the items 
that were to be used in various sections of the 
hospital were packed together, necessitating de- 
tailed sorting and distribution to arrange them in a 
functional manner as required for performance of 
routine hospital procedures. 

To remedy this defect, the hospital was com- 
pletely unpacked, the items cleaned when neces- 
sary, and repacked functionally. Surgical linen 
packs were made up and sterilized, the instruments 
required for various procedures were assembled 
on O. R. trays, wrapped and sterilized, ward chests 
for each ward were packed with the essential 
items needed by the nursing groups, and a similar 
but more completely equipped chest was prepared 
for the emergency room. The anesthesia equipment 
was tested and modified to make it operational. 
The roentgenographic equipment was unpacked 
and tested. Unused material was marked for cen- 
tral supply. The sterilizers were tested and an Army 
field-type sterilizer procured for more satisfactory 
sterilizing. An additional generator was procured 
to supplement the small 10-kv. unit that came with 
the hospital. 


a 
. 


786 


The boxes containing the repacked items were 
fitted with hinged covers and the corners painted 
according to a color code that indicated where the 
box was to be placed in the hospital at the time of 
unloading. This eliminated any necessity for iden- 
tifving the contents and making a decision where 
it was to go. Two war surplus trailer vans were 
secured to transport and permanently house the 
hospital. They were loaded with the items needed 
first at the rear and those needed last at the front. 
The generators were tested and electrical leads 
obtained to tie into the existing wiring of a build- 
ing. These packing, labeling, and testing procedures 
required the services of about five full-time persons 
tor about eight days, or about 350 man-hours. 

Permission was secured to use an elementary 
school at West Columbia, Texas, and a large, rec- 
reational, quonset-tvpe building at Arcola, Texas. 
Two physicians were appointed as hospital com- 
manders of the respective hospital units. They in 
turn recruited the required physicians and nurses 
locally. The civil defense directors of the respective 
counties arranged for security coverage, traffic con- 
trol, transportation (especially ambulance trans- 
portation), and communications. The Red Cross 
arranged to feed the participants. Explorer Scouts 
and Sea Scouts were recruited for the hard task of 
carrying litters. Senior medical students were as- 
signed as preceptors to the participating physicians, 
second and third year students as casualties, and 
first year students were assigned to the task of un- 
loading and reloading the hospitals. 

Briefing sessions were held with the various 
groups in order to outline for them the general 
nature of the problem. It must be remembered, 
however, that even for those who have spent a 
great deal of time studying and working with this 
problem there are many aspects that are confusing, 
and thus it should come as no surprise that the 
participants, even after such briefing, were not all 
fully aware of their responsibilities and duties. 

On the day of the field trial the following se- 
quence of events took place: 1600 hours, red alert, 
order given to move hospitals to preselected loca- 
tions at West Columbia and Arcola; 1630, Houston 
destroyed by nuclear weapon; order given to un- 
pack hospital and prepare to receive casualties; 
1700, first casualties “made up” and dispatched; 
1730, hospitals ready to receive casualties; 1830, 
first casualties received at sorting stations; 1900. 
first casualties received at hospitals; 1900-0100, all 
casualties cared for; 0100, repacking of hospitals 
began; 0400, hospitals reloaded on vans. 


Treatment of a Casualty 


Let us follow a typical casualty to obtain a picture 
of the sequence of events. In this case the casualty 
is a third year medical student, dressed in expend- 
able clothing, who has sustained a penetrating 
wound of the lower left quadrant with perforation 
of small intestine and an exit wound in the left 
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flank. He is prepared in the laboratory of the med- 
ical school by having a large patch of flesh-colored 
modeling clay placed over the areas of entrance 
and exit wounds. The artist makes an irregular 
gash in the clay and paints it dark red to simulate 
exposed muscle. The patient’s face and hands are 
given an ashen gray color with grease paint, and 
his lips are painted a cyanotic hue to simulate the 
appearance of shock. He is handed a 25 cc. vial of 
blood to pour over his wound at the appropriate 
time. 

Our casualty with three or four other casualties 
then drives in a private vehicle marked with a civil 
defense flag out along the evacuation route. Twenty 
miles south of Houston at a road junction there is 
a road block. Here a civil defense official directs 
each alternate vehicle to one hospital and the other 
to the second hospital to distribute the patient-load. 
The vehicle proceeds about 20 more miles, and as 
it approaches the site of the hospital, another 
police-manned road block is encountered. Direc- 
tions are given to reach the advance sorting station 
—in this instance located in an American Legion 
recreation hall. The car is parked and the casualties 
further “prepare” themselves by pouring vials of 
blood over their “wounds.” 

Explorer Scouts and Sea Scouts arrive with litters 
to carry those who cannot walk. Others escort the 
walking wounded to the sorting station. As they 
reach the station, a monitoring team with Geiger 
counters “surveys” each patient. Those who have 
radioactive planchets secreted on their person are 
sent to the decontaminating area. Within the sort- 
ing station, teams of physicians and medical student 
preceptors examine the patients as they are placed, 
still on their litters, on top of folding tables. Our 
patient is examined thoroughly and his wound is 
discovered. His blood pressure is observed, and on 
questioning he reveals that it is 65/30 mm. Hg. 
Dextran intravenously is “started” immediately, and 
he is ordered to the hospital. Other patients are 
being seen, some of whom are assigned to the ex- 
pectant ward, because they are moribund and in a 
hopeless condition. Still others are given emer- 
gency treatment and discharged. 

A panel truck takes our patient and two other 
litter cases along a well-marked route which has 
traffic control officers at each intersection. The truck 
pulls up under the overhanging canopy at the en- 
trance to the new elementary school. Here scout 
litter bearers carefully unload the litter cases 
and carry our patient into the large recreation hall 
which serves as an admitting ward. The admitting 
physician reviews the data on the emergency tag, 
concurs with the diagnosis of perforation of the 
small intestine and assigns him to the shock ward 
for preoperative treatment. Here our patient is 
placed in shock position, given type O blood, and 
his blood pressure is observed at 15-minute in- 
tervals. After an hour his blood pressure has risen 
to 90/45 mm. Hg, and he is scheduled for surgery. 
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He is taken to the operating room, his abdomen 
is surgically prepared, and a mock operation is 
performed. Surgeons and nurses are gowned and 
gloved. The anesthesiologist tests his equipment 
by placing the mask over the patient and allowing 
him to breathe oxygen. The adequacy of the linens, 
sponges, instruments, sutures, and suction equip- 
ment are checked by the operating team in lieu of 
actually performing the surgical procedure. After 
“surgery” the patient is returned to the recovery 
ward, where Wangensteen suction is started and 
blood and intravenous fluids are continued. 

In other sections of the hospital there are burn 
wards, expectant wards, an obstetric ward, and 
medical wards. X-ray facilities are being used for 
the examination of fracture cases and penetrating 
wounds of the chest. The sterilizing of packs pre- 
pared by the operating room supply team takes 
place in the field sterilizer set up in a s~all court 
vard. Central supply provides additional equip- 
ment. supplies and dressings. The laboratory is 
equipped to do simple blood studies such as hema- 
tocrits, blood counts and typing, routine 
urinalysis. 

The hospital commander is trying with great 
difficulty to maintain contact with the headquar- 
ters command at Angleton, 15 miles away, in order 
to requisition more blood and more dressings. At 
intervals he floats from one area to another to ob- 
serve activities, suggest changes, and assess equip- 
ment and supply deficiencies. Official visitors are 
everywhere asking questions, making notes, and 
discussing problems among themselves. The Red 
Cross ladies are busy feeding the scouts and the 
visitors and enjoving the orderly confusion of ac- 
tivity. 

Critique of Exercise 

An official umpire team from Brook Army Med- 
ical Center under the direction of Major Gen. Wil- 
liam E. Shambora studied each operation critically 
and made extensive notes which formed the basis 
of a detailed critique of the operation. Certain 
conclusions can be drawn from an extensive field 
test such as “Operation Rebound.” 

With proper packing, storage in a trailer van, 
and color coding of the boxes, it was possible to 
unload the hospital and set it up in suitable build- 
ings, and within an hour the staff was prepared to 
treat casualties. The availability of familiar equip- 
ment distributed within a public building in a 
manner similar to that existing in a hospital in itself 
provided a means of coordinating the efforts of 
physicians, nurses and other groups. Attempts to 
achieve such organization amid a welter of poorly 
marked boxes and equipment would be difficult 
indeed. 

The use of make-up, out-dated blood, and the 
ability to obtain “a history” from a medfeal student 
casualty who understands how to reply “properly” 
to the questioning of physicians enhanced the real- 
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ism of the test and increased its effectiveness. Con- 
ducting the test at night further enhanced the sense 
of realism. Most participants were able to spend 
the night in such activity knowing that they had 
Saturday and Sunday to recuperate before having 
to go back to their normal tasks. 

Communications, which are of such vital im- 
portance to the proper coordination of this type of 
test, had a tendency to break down with frustrating 
frequency, resulting in delays and lack of over-all 
supervision. It is scarcely appropriate for a med- 
ical group to propose an adequate solution to this 
problem, but it seems most appropriate to em- 
phasize the unsatisfactory nature of the communi- 
cations currently available through civil defense 
channels. 

The test had great educational value not only in 
demonstrating the complexity of organization re- 
quired for the care of casualties but in pointing out 
the deficiencies of individual groups. Some of this 
latter deficiency appeared to be the result of a 
sense of excitement and urgency rather than bas- 
ically faulty training. The only apparent solution 
to this problem is the establishment of authori- 
tarian control in each area. This is a difficult matter 
to arrange under simulated circumstances because 
of the reluctance of individuals to “boss” or “baw! 
out” their neighbors or associates without the grim 
provocation of a real emergency. 

Valuable as the over-all field trial proved to be, 
it focuses attention with uncomfortable sharpness 
on many problems that remain unsolved. Some of 
these may be outlined briefly. Can the existing 
FCDA hospital units be modified to make them 
more readily utilizable? New York state has at- 
tacked this problem by purchasing equipment 
rather than packaged units and has begun the as- 
sembling of them in a manner similar to the tech- 
niques used in the modification of the hospitals by 
the University of Texas and Baylor. Can equip- 
ment deficiencies be remedied? Obviously they can 
with adequate funds and proper administrative 
direction. But will this be carried out? And if not, 
can we have much confidence in the value of the 
currently available equipment? 

How are medical, nursing and lay groups to be 
properly trained in the setting up and utilization 
of these hospitals? The effort expended in “Opera- 
tion Rebound” is of a magnitude that is not likely 
to encourage many communities to duplicate the 
effort. How can the civilian groups required to man 
the hospitals be structured to recognize and obey 
the authority of those in command? And how shall 
those who are to command learn the multiple re- 
quirements for establishing these units on an emer- 
gency basis? It is imperative that we continue to 
study these grave problems of medical civil de- 
fense and that we devote ourselves to realistic and 
comprehensive efforts to solve them by coming to 
grips with the real issues. Some of these issues have 
been pointed up by “Operation Rebound.” 


J.A.M.A., Feb. 15, 1958 


REPORT OF EXERCISE “FIRE DRILL” 


Col. Roland K. Charles Jr. (M.C.), U. S. Army 


The Surgeon General of the Army directed that 
Brooke Army Medical Center and Brooke Army 
Hospital test the efficiency of the hospital’s emerg- 
ency operations plan for handling mass casualties 
by a demonstration with 1,000 simulated casualties. 
This directive resulted in exercise “Fire drill” on 
Sept. 13, 1956, before many military and civilian 
visitors. 

Brooke Army Hospital is a 1,050-bed teaching 
institution which had been expanded to 5,500 beds 
during World War II. It is composed of a seven- 
story 350-bed hospital building, a large three-story 
barracks building (Annex IV), and several other 
barracks buildings (900 Area), which are used for 
expansion purposes. The present functioning estab- 
lishment is made up of two general-type hospitals 
and a psychiatric hospital. Each of the two general- 
type hospitals has its own laboratory, x-ray, surgi- 
cal, and messing facilities, with different specialties 
divided between these two buildings. Therefore, 
“Fire drill” actually tested two hospitals under a 
central administrative headquarters. At the time of 
this exercise the hospital census was approximately 
800 patients. This was reduced to 675 patients just 
before the alert. Half of the patients were active- 
duty military personnel; the other half was com- 
posed of veterans, military dependents, and retired 
personnel. Duty personnel were half military and 
half civilian, with approximately 75% of them liv- 
ing off the post in civilian communities. 

The purpose of the emergency operations plan is 
to prescribe procedures for Brooke Army Hospital 
in the event of an emergency producing casualties 
from fire, transportation accidents, tornadoes or 
hurricanes, epidemics, enemy action, or thermonu- 
clear explosions. Certain assumptions are estab- 
lished in formulating this plan such as there will be 
little or no warning (2 hours); all personnel, both 
military and civilian, will be available; the physical 
plant will be more or less unharmed; there will be 
reasonable logistical support; mass hysteria may 
occur; 75% of the present patients can be released; 
there will be some prior screening of casualties; 
and radioactive decontamination will be done if 
necessary. Official sorting priorities will be used 
throughout, but must be flexible according to the 
immediate situation, as minimal treatment cases 
(40%), immediate treatment cases (20%), delayed 
treatment cases (20%), and expectant treatment 
cases (20% ) 

The emergency operations plan is divided into 
three phases: phase 1, 2 hours, 100 admissions; 
phase 2, 6 hours, 500 admissions, 12 hours, 1,000 


Deputy Commander, Brooke Army Hospital and Brooke Army Med- 
ical Center, Fort Sam Houston, Texas. 


admissions; phase 3, 24 hours, 2,000 admissions, 
36 hours, 3,500 admissions. In phase 1, the 100 pa- 
tients or less will be admitted through the main 
hospital admission area and distributed to the 
wards as indicated by the sorting teams. Personnel 
are called by a pyramidal system. All available 
means are used, including telephone, radio. televis- 
ion, police and fire departments, and neighbors’ as- 
sistance. This is a real problem with most of the 
personne] living off the post. 

In phase 2 or 3, patients are brought to a service 
club sorting station which is between the main hos- 
pital and Annex IV. This is an auditorium type of 
building which has much floor space, double en- 
trances, and a loading platform in the rear. Patients 
are brought through the front doors, sorted, 
suscitated, logged, tagged, and finally transported 
to different clinical buildings. In the hospital dif- 
ferent areas are assigned for preoperative and post- 
operative wards. Sorting must be continuous and 
patients are finally taken to the operating pavilions 
according to their condition and priority. 

Supplies are issued, according to priorities, to us- 
ing agencies on the basis of requisitions on file with 
the supply officer. No more than 20 items are per- 
mitted on each requisition in order to insure rapid 
delivery for current needs. Austerity and tight con- 
trol is required so that only current needs are met. 
The sorting station, central matériel service, newly 
opened wards, active wards, and operating pavil- 
ions are supplied in that order. 

An experienced Medical Corps officer is assigned 
as building director for each clinical building, and 
has administrative as well as some professional 
control of the building and personnel. For function- 
al purposes the following assignment structure is 
used: (1) to chief of department of surgery, all 
Medical Corps officers except those from pathology, 
outpatient and radiology services and a few from 
the department of medicine for the 900 Area and 
department of neuropsychiatry; all dental officers; 
and all professional administrative corps officers; 
(2) to chief of nursing service, all women officers 
except dietitians, all male nurses, all civilian nurses, 
clinical technicians, male and female, enlisted men 
and women as assigned, and aides of all types; (3) 
to chief of food service division, all dietitians, and 
all other food service personnel and _ volunteers; 
and (4) to registrar, supply officer, and personnel 
commander, administrative corps officers (except 
above ), nonprofessionally trained enlisted men and 

ivilians, volunteers, and individuals in personnel 
pool. The team concept is used as much as possible. 
This system is applied from the sorting station to 
the operating pavilions. There are 25 operating 
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teams between the two hospitals, and shock teams 
are in all areas. To some extent nursing personnel 
is organized into teams. 

The hospital has no personnel available for litter 
bearers. During the exercise, simulated civilian vol- 
unteers were furnished by the Army Medical Train- 
ing Center. These were experienced soldier litter 
bearers, but it was shown that four-man teams were 
necessary, gloves should be used, frequent rest 
periods were necessary, and these teams must be 
controlled by forceful leadership. The simulated 
casualties came from the Army Medical Service 
School and were prepared and dressed for the oc- 
casion. As these same “patients” act the part every 
two or three months at Operation “Blow-up,” many 
of them are real “hams.” Acting the part is very 
necessary for realism. 


Performance of “Fire drill” 


Exercise “Fire drill” was started by an alert at 
0500 hours, Sept. 13, 1956, when the Commanding 
General of Brooke Army Hospital was notified that 
a simulated hurricane had struck the northwestern 
area of San Antonio, had created many casualties, 
had exhausted the city medical facilities, and that 
1,000 casualties would begin arriving at the sorting 
station in about two hours. The hospital command- 
er called a phase 2 alert. The pyramidal call system 
was put into effect and worked well for the military 
personnel, Civilian employees could not be called 
until the regular duty hours for financial reasons. 
This would not apply in a real emergency. It must 
be remembered that many artificial facets were nec- 
essarily present in this exercise because of economic 
restrictions, overtime rules for civilians, inability to 
expend many supplies, and finally the presence of 
many visitors, observers, photographers, and um- 
pires. In addition, the 675 actual patients, including 
obstetrics, pediatrics, burn and emergency surgery 
cases, had to be cared for, although the elective 
clinics were closed for the day. 

The personnel assembled and began work in a 
very expeditious manner. The service club was op- 
ened and supplies moved in. Teams were formed 
and litter bearers called. In the meantime, ward 
officers classified their patients for “transfer,” “dis- 
charge,” or “remain” with colored cards attached 
to their beds, and some patients were actually trans- 
ferred to the 900 Area ward-barracks. The actual 
patients were placed in areas removed from traffic 
in order that their regular treatment might be con- 
tinued. Space was made by crowding beds togeth- 
er and using army cots for the extra beds. Ancillary 
personnel were assigned and instructed. The main 
hospital operating pavilion had 10 teams and An- 
nex IV had 15 teams ready. The food service divis- 
ion went on a one-dish meal type of service for all 
duty personnel and the simulated casualties, in ad- 
dition to the scheduled diets for the actual patients. 
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The simulated casualties (young soldiers ) were fed 
by scheduling each ward out of play for 30 min- 
utes in order to conduct these individuals to the 
dining room. They returned to play the exercise 
after eating. 

Casualties arrived at the front door of the service 
club by buses and ambulances which represented 
miscellaneous types of commandeered vehicles. The 
play started from the time they were accepted by 
hospital personnel. The sorting station is the most 
important aspect of mass casualty work. The chief 
of the department of surgery is assigned as sorting 
officer because this requires the best judgment 
available. He has doctors and ancillary personnel 
to help him. The chief of outpatient service is his 
first assistant. Litter patients were placed in lanes 
marked off by tape, and were examined, logged, 
classified, resuscitated if necessary, and assigned 
to a building and ward by teams made up of a doc- 
tor, clerk, and medical technician. Immediate treat- 
ment and expectant treatment areas were estab- 
lished, with proper resuscitative equipment and 
personnel available. Chaplains and Red Cross peo- 
ple were present. The registrar issued lists of cas- 
ualties to the provost marshal, Red Cross, chaplain, 
and the press every 30 admissions. Communications 
were established and maintained with each receiv- 
ing building, and a temporary morgue was opened 
behind the sorting station. 

The pathology service established a_ bleeding 
station in Annex III which contains the pediatric 
and dermatology clinics. The exercise began with 
108 units of blood in the bank. The chief of service 
played the blood bank realistically and issued only 
the amount of blood on hand plus simulated units 
as donors came in. The Red Cross was contacted 
for 500 simulated units but these did not arrive 
until 1900 hours that day. On a simulated basis, 
348 units were obtained and 70 units of real blood 
were given as the simulated donors were persuaded 
to give. The hospital was very short of dextran as 
the normal stock level is 75 units with about 75 units 
held by the supply officer. Shortage of this item was 
critical. 

Upon arrival in the wards patients were again 
sorted and reclassified as necessary. It is difficult to 
satisfactorily simulate the changing physical condi- 
tion of patients, and the more experienced doctors 
had the responsibility for these decisions. Resusci- 
tation, splinting, dressing, and othér treatments 
were carried out. Ward officers were from the non- 
surgical type of services, assisted by dental officers. 
Some operating teams contained dental officers. Pa- 
tients were sent to the operating pavilions as called 
for by priorities. Communication between wards 
and operating rooms was difficult and at times the 
patient flow was upset. X-ray units were available 
at many sites. The time-consumption element was 
played in the wards and operating rooms. Many 
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professional errors were naturally revealed. Many 
young doctors are not adequately instructed in 
traumatic therapy and improper selection of cases 
for surgery was evident in the beginning. Extens- 
ive time-consuming surgery was done on patients 
who should have been given only emergency surg- 
ery or even held for delayed treatment. These er- 
rors were quickly corrected. Austere use of supplies 
and simple technique was not utilized at first. How- 
ever, it was shown that each operating pavilion 
could do 100 operations of this type with supplies 
from the shelves before using requisitioned sup- 
plies. Nursing care was supervised by graduate 
nurses, but all types of ancillary personnel did the 
work. 

We learned that the hospital can adequately 
carry out its emergency operations plan. Three 
most important deficiencies will always arise: 1. 
Communications may be unsatisfactory, both inside 
and outside the hospital, between wards and oper- 
ating pavilions, as well as between buildings. 2. 
Supplies will always be insufficient, and austere 
use of them is difficult to maintain, Distribution 
should be in balanced packaged units as much as 
possible and should be for only a few hours instead 
of for a day. Certain emergency items as tracheos- 
tomy sets, dextran, and dressing trays should be 
controlled by central matériel service. 3. Litter 
bearers will be difficult to obtain and to keep on 
the job. They should be given frequent rest periods, 
gloves for protection of hands, and should be 
placed under strict supervision. 


NATIONAL DAMAGE 


About three and a half years ago, it became ap- 
parent that in our mobilization programs it was 
necessary to take account of the possibility of dam- 
age to the United States. For this reason, the Office 
of Defense Mobilization, with the cooperation of the 
Department of Defense and the Federal Civil De- 
fense Administration, started the National Damage 
Assessment Program. There was a small staff at that 
time and very little equipment, but the objective 
was to take account of damage inflicted on the 
resources of the continental United States in con- 
nection with mobilization planning. Since that time, 
virtually all of the agencies with heavy mobiliza- 
tion-planning responsibilities have joined in the 
program. 

The present functions of the National Damage 
Assessment Program are (1) to prepare preattack 
studies of the problems involved in nuclear attack 


Director, National Damage Assessment Program, Office of Defense 
Mobilization. 


ASSESSMENT PROGRAM AND 
CRITIQUE OF OPERATION ALERT 1957 


H. Burke Horton, B.B.A., M.B.A., Washington, D. C. 
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Police control of the entrances and areas must be 
forceful. No unauthorized persons should be al- 
lowed to enter the buildings. Distraught families 
should be kept out, but should be handled sympa- 
thetically by chaplains, Red Cross personnel, and 
other agencies. Sorting must be as prescribed and 
not by social status. This is difficult and must be 
done by experienced surgeons. Thorough training 
of all personnel is mandatory. Team training is very 
necessary. Professional personnel need much in- 
struction in treating casualties, in principles of re- 
suscitation, débridement, control of hemorrhage, 
splinting, and instruction in when not to pack or 
suture wounds. This weakness appears frequently 
among young doctors and those who have not had 
combat medical experience. Frequent rest periods 
should be given to personnel even though they do 
not leave premises. Excellent judgment and initia- 
tive were shown by combat-experienced personnel 
of all categories when thrown on their own re- 
sources. Wholehearted enthusiasm and coopera- 
tion was shown by every category of military and 
civilian personnel, and no doubt this would be 
many times greater during a real emergency. 

Thus, the sequence of events that should take 
place in an emergency is as follaws: (1) call the 
alert, (2) call personnel (pyramidal system), (3) 
establish strict police control, (4) open sorting sta- 
tion, (5) observe supply austerity, (6) move sup- 
plies to using agencies, (7) call litter bearers, (8) 
evacuate patients on hand, (9) receive casualties, 
and (10) call blood donors. 


against the United States, and (2) to assess actual 
damage in the event of a real attack. A possible 
third function is now being considered, as the likely 
damage from enemy attack has risen to higher 
levels. The question has arisen as to how we might 
rapidly generate feasible programs, or production 
goals, that would be consistent with the resources 
which survived an actual attack. 

We have established, at a relatively safe loca- 
tion, a resource library which covers virtually all of 
the important resources of the United States. Here 
are some examples of the things we keep in the 
library: the location, employment, inventories, and 
value of shipments of every manufacturing plant 
with 100 or more employees; the number of people 
in each census tract (subdivision) of the larger cities 
in the United States; every major power-generat- 
ing station; every aircraft runway in the United 
States above a certain length; every pier in any port 
area of importance; every major water-purification 
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plant or essential pumping center; major highway 
bridges; and all of the important railway bridges 
across barriers of any sort. That will just give you 
an idea of some of the resources that we have 
stored away in that basic library. In total, we have 
something like a quarter of a million different things 
that we keep track of. 

Why do we want this large inventory of re- 
sources? We want it because it is necessary to know 
where things are located ia order to determine what 
is left if there ever comes a time when some “holes” 
appear on the landscape. To make effective use of 
this vast library of information, we have one of the 
most powful computers in existence, and it is geared 
to refer to this vast storehouse of information in an 
efficient manner. We can, through the use of this 
computer, rapidly determine what the probable 
levels of damage are to all of the different kinds of 
resources represented in the library and print sum- 
maries as to what was lost and what is left. We 
can also refer to fall-out maps of the entire United 
States and show the level of contamination at each 
resource location. We can figure the rate of radia- 
tion at each one of these resource locations, and, 
from that, estimate casualties and the condition of 
other resources: Of course, all of these computations 
rest on the assumption that the people generally 
will behave themselves. If they run out of the shel- 
ter areas, then, of course, we will underestimate the 
casualties. If people take the maximum advantage 
of existing shelters, then our computed casualties 
will be about right. 

We have a fairly large staff working in connec- 
tion with the preparation of all of this material, 
keeping all of our library information up to date, 
and analyzing the results obtained. We have high- 
speed printers now that can print results at about 
600 lines a minute. We may soon have printers 
that will print results at about 5,000 lines a minute. 
Communication is slow and tedious at the present 
time, but I think that we are going to make some 
progress in that area. Our communication needs 
stem from the fact that the various government 
relocation sites, which are all at relatively safe loca- 
tions, have to be interconnected by a communica- 
tions system. We have to have a means of getting 
damage summaries to the various relocation sites of 
the federal government in the event of actual attack. 

Estimation of Casualties 

Our first estimate of which resources have been 
lost and which remain would be a computer esti- 
mate. The computation would be run by taking 
ground zeros, which we would obtain through vari- 
ous sources, and recording their locations in the 
same coordinate system used for the basic resource 
library. Our computer program would then rapidly 
compare each resource location with all nearby 
ground zeros and with a complete fall-out map of 
the United States. The fate of each resource is 
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thereby determined, and then summaries are pre- 
pared, showing what was lost and what was left. 
Of course, the computer estimate is not completely 
accurate, even for facilities, and, therefore, we plan 
to use aerial reconnaissance to supplement this in- 
formation. Computers, of course, can make mis- 
takes. Thus, this aerial survey will play an im- 
portant role in the second phase of damage assess- 
ment. 

We plan to make objective type surveys. The 
forms will have the facility name and address en- 
tered and can be completed by merely checking the 
appropriate boxes. These forms will be distributed 
to places outside of the various target areas. Infor- 
mation from this source will supersede the aerial 
methods. We also have plans (which are not very 
far along as yet) for detailed surveys of facilities to 
determine which facilities we should make an at- 
tempt to salvage and which should be abandoned 
and the parts used to patch up other plants which 
are needed more. 

With respect to the personnel problem, this pre- 
sents unusual difficulties. In estimating casualties, 
we can do a rough job, provided, of course, the 
people behave themselves and stay where they are 
supposed to be. However, we know that this will 
not necessarily happen; and so we are very much 
concerned about our inability to make a rapid, ac- 
curate estimate of the surviving population of the 
United States in the event of attack. We think it 
ought to be possible to count people by sampling 
techniques. We believe that this is easy to do for the 
simple reason that everyone is pretty well marked— 
each knows his name, his residence, and the time 
of the act. 

To explain this procedure, suppose that the 
sample has 100,000 people in it. Let us also assume, 
for simplicity, that about 10% of our total popula- 
tion live in the New York metropolitan area. When 
you interviewed the sample of survivors scattered 
over all parts of the United States, let us say that 
you found that only 2% of the people in the sample 
reported their residence had been in the greater New 
York metropolitan area. From that, with a little 
arithmetic, you could make some estimate of what 
had been the casualties in the New York area. 
While this approach enables us to estimate the 
population of the United States after an attack, the 
information would not be available for quite a little 
while. I personally estimate that it would take from 
six to eight weeks to make a sampling estimate of 
the surviving population. However, that is probably 


sooner than the estimate can be made any other 
way. 

Our preattack studies divide themselves into two 
types. One type of study is the “one-shot” study. 
In this approach, we take a gross attack plan and 
“game” it through the defenses. This gives a hypo- 
thetical set of ground zeros. These are then passed 
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over to the computer in proper form; the computer 
then determines the effect of each ground zero on 
all nearby resources. We have made quite a few of 
these computations, with most of the results being 
classified. There are also some studies, such as 
Operation Alert, 1957, which are not completely 
classified. 

However, we have found for planning purposes 
that these one-shot studies are not enough, even 
though a great many may be completed. There is 
a need for a second class of studies, which we are 
now initiating. We are now studying the odds or 
chances of damage over a wide spectrum of likely 
attacks. We intend to answer questions such as 
these: what is the probability that the radiation 
intensity will exceed, for example, 500 per hour; 
or what is the probability that the overpressure 
(from blast) will exceed 5 lb. per square inch? Most 
of our structures have been designed to withstand 
one force of gravity, and that force is aimed straight 
down. However, the blast from these weapons does 
not come straight down; it is directed sideways; 
therefore, ordinary structures cannot withstand 
even moderate blast effects. 


Survival Data 


General findings from our studies have disclosed 
that the real estate of the country usually comes out 
fairly well. Of course, you will know that the coun- 
try got a bloody nose, that you have been hit hard, 
that you may have to have a leg amputated; how- 


ever, your real estate is in fair shape—with one 
notable exception, and that is the hospitals. Hospi- 
tals are very much concentrated in the United 
States. Generally speaking, most hospitals are right 
downtown, and so they would be obliterated in the 
event of attack. One class would fare pretty well, 
and those are the VA hospitals. There is a tendency 
to build up the smaller suburban hospitals, and these 
are going to be what is left of our medical hospital 
inventory when the attack is over. We will also 
end up with a severe shortage of medical and other 
skilled personnel who are concentrated in one area. 

As a rough rule of thumb, if you destroy 10% of 
the real estate in the United States, you can assume 
that the casualties are around 20%. Medical person- 
nel suffer even worse than other personnel; and, of 
course, personnel suffer more than real estate. The 
greater losses of personnel, as compared with fa- 
cilities, result from fall-out effects, which do no 
direct damage to facilities. 

It appears that, unless you have some mission 
which requires your activity during the first few 
hours after the attack—such as shooting down some 
enemy weapons—the best thing you can do is to 
protect that one unit of humanity left inside of your 
own skin. Keep down for from one to two weeks, 
and possibly longer, and then venture forth only 
after most of the radiation has subsided. The prob- 
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lem then will primarily be whole body radiation 
from particles on the ground rather than inhalation 
or ingestion. 

We find that a great deal can be done to save 
personnel by simply staying down and taking ad- 
vantage of the best available shelter. The structures 
generally available now are not adequate for the 
purpose; however, if an attack should come before 
we have better shelters, the best use of what we 
have will pay significant dividends in casualty re- 
duction. In our studies, we find that dispersal does 
pay off. Industries that are dispersed, such as the 
fertilizer industry, come out pretty well. 

In the event of attack, it is necessary to regard 
the continental United States as a battleground. 
Military commanders are accustomed to see all sorts 
of chance events taking place on the battlefield. 
There are some small combat groups that hold 
when everything else caves in and, as a result, they 
become rallying points for resistance. We have little 
practice in capitalizing on such fortuitous events in 
nonmilitary activities; however, we have to be pre- 
pared to capitalize to the maximum extent possible 
on those breaks in our favor. 

The radiation blanket will not cover the whole 
nation with equal intensity. It may be that the wind 
may have changed to such an extent that the dam- 
age area may be confined to one small area and, 
consequently. those people for whom destruction 
was intended would be spared. We find that islands 
of survival do in practice occur. They are the lucky 
statistical accidents in our favor in the midst of this 
continental battlefield. Sometimes, these islands con- 
tain small cities; we should be prepared to take 
maximum advantage of these breaks in our favor. 

The last point that I would like to make is that. 
as in the past, wealth is still a decisive factor in war. 
There is only one difference now in a nuclear at- 
tack situation: the wealth must be expended before 
the whistle blows. You cannot wait and let the 
other fellow get that long lead and then possibly 
pass him on the last lap as we did in World Wars | 
and II. Wealth can still be decisive—wealth in the 
form of stocks of the proper items; wealth expended 
in the form of suitable shelters; wealth expended 
in the form of defensive weapons or offensive 
weapons. These can still be decisive, provided, of 
course, that they are in place beforehand. 

We are the most powerful nation on earth. | feel 
confident that if we really decide that we want to 
win this contest of economic attrition in advance. 
we can win it. In fact, it may be that we are the only 
nation on earth that has enough wealth to become 
fully prepared for this kind of an exchange. If so, 
then we should be quite fortunate, for | would like 
for war to be quite expensive, so expensive that 
only we can afford to be properly prepared for it. 
Then, and only then, can we have some reasonable 
assurance of preventing its occurrence. 


f 
Die 
- 
(a 


STATUS OF NATIONAL CIVIL DEFENSE LEGISLATION 


Martha W. Griffiths, Washington, D. C. 


During the time I have been in Congress, I have 
spent about two years listening to the experts on 
civil defense. We have taken 10,000 pages of printed 
testimony. Among those people who have testified 
before us are the Chairman of the Joint Chiefs of 
Staff, Secretary of Defense, Chief of Staff, and Dr. 
Killian. | have made the mistake, in previous 
speeches, of assuming before civil defense people 
that they actually understood, definitely, the prob- 
lem that they faced. I will mention it briefly now. 
The largest bomb that could now be made, dropped 
on Milwaukee, would, within a matter of hours, 
deliver a fatal dose of radioactive fall-out all over 
western Michigan. A bomb dropped on Chicago 
when there was a high wind, would not only do 
away with the city but it would probably affect De- 
troit within a matter of hours. One bomb would 
wipe out 39 major cities and 11 counties in the pop- 
ulous East. This is the kind of a problem that we 
deal with, and the kind of a problem that the fed- 
eral government must deal with in any action that 
is taken. 

The first thing that our committee discovered 
was that there is not a single city or town in Ameri- 
ca that has a proper method of notifying its citizens 
that an attack is to begin or has begun. Therefore, 
any act or attack which might occur within the im- 
mediate future would occur without any under- 
standing by the people of what was happening or 
of what it was that they were to do about it. There 
was a test made in one of the West Coast cities and 
the citizens were notified exactly what they were 
to do on that day. When the siren blew on the day 
of the test, the Mayor's office telephone broke down 
from the calls that came from people inquiring 
what to do now. You can anticipate that this will 
be the situation in the future, unless something is 
done at once. 

The effect of Sputnik would have been much 
better if it could have been lighted with neon so 
that the naked eye could have seen it and if it 
could have called in a loud tone of voice “On a 
certain day we will attack.” Perhaps then we would 
have realized that it is essential that we do some- 
thing. One hundred bombs would kill 100 million 
people in America in one night. All of a city within 
the pattern of the fall-out would have to be washed, 
and at least one-quarter of an inch of the earth’s 
surface would have to be removed. | am sure that 
you can estimate what this would do to the seed- 
bed of America. 

U. S. Congresswoman, 17th District, Michigan. Member, Committee 


on Banking and Currency; Committee on Government Operations, Sub- 
committees on Military Operations and Legal and Monetary Affairs. 


Part of the problem of civil detense is the person 
who says, “Well, if it happens, I want to be right 
where the bomb hits.” Part of this reasoning is our 
own imagination and the fact that we have never 
been attacked, and part of it comes from the view 
of those who know and understand and who be- 
lieve that we just cannot survive such an attack. 
All of these attitudes really are foolish. At the 
time of attack, people will want to survive and 
some people can survive. However, nobody will 
survive an all-out hydrogen war who does not un- 
derstand what the enemy is. Only those people will 
survive who understand what the air holds and have 
a Way of escaping it. 

The problem with our civil defense to date has 
been that the direction must come from the federal 
government. We had a limited concept of civil de- 
tense and now we must revise it. The President men- 
tioned the other night in his radio talk that he 
anticipated in this session of Congress that we 
would do something about civil defense. In my 
own judgment, the money which we are now spend- 
ing on civil detense under the present law might as 
well be saved because | feel that the law itself is 
worthless. 

Secretary of Defense 

The law which we have written and which we 
have not even dared to suggest to Congress is to 
set up a Secretary of Civil Defense with the same 
status as any other cabinet officer. | would like to 
point out that it is essential that the Secretary have 
such status and not be a part of the Defense De- 
partment because the Defense Department itself 
does not want w ve responsible for civil defense. 
Their testimony opposed the placing of a Secretary 
under the Department of Defense. From the Chair- 
man of the Joint Chiefs of Staff to the captains in 
the field, there was not one single man who did not 
point out that the Army now has some 12 other mis- 
sions betore civil defense can enter into its plans; 
that it is pointless and wasteful to expect them to 
compete with themselves for funds and manpower 
tor civil defense and the materials with which to 
act. Therefore, we propose that the office of a sec- 
retary be set up. 

It was the anticipation of our committee, at least 
when we drafted the bill last year, that this Secre- 
tary of Civil Defense would at least provide for a 
warning system for all America. But how do you 
warn people who are asleep at home at night? How 
do you warn people who are asleep at home during 
the daytime? How do you warn men who are work- 
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ing out in the field? This is really a major problem 
and it certainly has not been solved under the 
present bill. We anticipated that such a Secretary 
would provide measures of disseminating public 
information to minimize enemy attack and set up 
a shelter program. 

It is impossible, in this country, to have an 
evacuation program. First, there will be no warn- 
ing; second, even if there is a warning, our highway 
system could not possibly get the people out of the 
major cities in time. The Bureau of Roads testified 
before our committee that it would require 20 bil- 
lion dollars to build additional roads to get the 
people out of the cities, over and above any foresee- 
able money spent for roads or requirements for 
roads up until 1980. Finally, it would be impossible 
in this country to evacuate cities like Chicago and 
New York in peacetime because that would in- 
crease the likelihood of attack; the enemy would 
assume that evacuation meant that we intended to 
attack them. 

Shelter Program 


It is the opinion of the committee that the only 
possible thing that will work in this nation, the 
only possible means of saving peop'e, is a shelter 
program. Such a shelter program for about 100 
million people, we estimate at the present time, 
could be built for 17.5 billion dollars. In the last 
session of Congress, no one even contemplated 
spending 17.5 billion dollars except the committee. 
The difficulty with a shelter program, of course, is 
that to be effective it must be prepared to shelter 
the people where they are. The shelter must be 
within minutes of the home or the office, which 
would mean, of course, that there would be some 
duplication. Now, it could not be assumed, at least 
under the premise under which we operated, that 
every bomb would hit the target and that every 
single city would be destroyed. Therefore, you 
could not leave out any city. It would be essential 
that you determine that the major cities be pro- 
tected. 

It is absolutely essential in the rural areas, where 
people have a better chance of surviving, that these 
people must understand what the danger is, they 
must have some kind of shelter, and they must have 
measuring instruments and they must be trained to 
use them, because it is entirely conceivable that all 
communication could be cut off for hours or even 
days and thus they would have no way of knowing 
the wind drift. Personally, | was impressed with 
every scientist who came before our committee, but 
one of them had a device which resembled a foun. 
tain pen and was a measuring instrument for radio- 
activity. I was told that if this item were made on a 
very large scale, it probably could be purchased for 
approximately $1.00. In my judgment, it would be 
money well spent by any purchaser. 
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The bill which our committee has introduced is 
bipartisan and is approved by the American Med- 
ical Association. For two years this bill has been 
discussed and suggestions made for improvements. 
In my judgment, some of the things that we have 
suggested in the bill probably will be changed this 
year for they are already outdated. However, the 
warning signals, a Secretary who will fight the bat- 
tle of the civilian, and the shelter program are not 
outdated. 

I can only say that having heard all of the testi- 
mony personally, that I feel that civil defense 
should have as its minimum objective the mainte- 
nance of human life in our time. I feel, perhaps, 
that the final arrogance of man has been that he 
was the ultimate creation of God, and | think that 
we in our time are very conceivably going to see 
this theory tested. We need to disseminate infor- 
mation on what the problem is. The enemy will 
not be just the blast and the fire, which will destroy 
everything within a radius of one to five miles, 
according to the size of the bomb, but the enemy, 
on the day of the attack and for generations there- 
after, will be the air that we breathe. If there has 
ever been a time when the influence of doctors was 
required, that time is today. The task is to explain 
this problem of civil defense to the lay people, to 
talk away the pessimism, and to make it possible 
for them to see the problem and to understand it, 
not just for today but also for the future. 


AMEF STATE CHAIRMEN’S MEETING 


Eighty-five representatives from 39 states and the 
District of Columbia gathered in Chicago, last 
Jan. 25 and 26, for the seventh annual state chair- 
men’s meeting of the American Medical Education 
Foundation. Discussions centered around such top- 
ics as current financial needs of medical schools, 
AMEF fund-raising by the Woman’s Auxiliary, de- 
veloping local campaigns, state committee organi- 
zation, and the Hippocratic ideal as a basis for 
AMEF giving. 

John W. Hedback, executive secretary of the 
AMEF, reported that last year 44,154 contributors 
from all 48 states, the District of Columbia, Alaska, 
Hawaii, Puerto Rico, and Mexico gave a total of 
$874.645 to the foundation. This is 4,263 more con- 
tributors with $32,958 more money than in 1956, 
and does not include $100,000 donated last year 
by the A. M. A. Since its establishment under 
A. M. A. auspices in 1951, the AMEF has raised 
nearly 7 million dollars for no-strings-attached aid 
to all 85 medical schools in the United States. 

Just a few examples of utilization of funds, as 
reported at the Chicago meeting, include payment 
for projectors, laboratory equipment, film rental, 
and the support of teaching positions and fellow- 
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ships at the University of Minresota medical 
school; and, at the State University of South Da- 
kota school of medicine, the purchase of air-condi- 
tioning units for research laboratories, payment of 
travel expenses for faculty members attending sci- 
entific meetings, and financing of summer research 
assistantships for students. 

Cited to conferees was a letter which Dr. Joe 
N. Jarrett, chairman of the West Virginia State 
Medical Association’s AMEF committee, sent to 
physicians in his state. He said in one paragraph: 
“Each of us has an obligation to give to this fund, 
if for no other reason than that any doctor could 
give one hundred dollars each year for forty years 
and still not pay more than the cost of his medical 
education, besides the tuition he paid while in 
school.” 


INTERNATIONAL COLLEGE OF SURGEONS 
MEETING TO CONSIDER PROBLEMS 
OF GENERAL PRACTITIONER 


The 11th biennial International Congress of the 
International College of Surgeons will be held in 
conjunction with the 23rd annual Congress of the 
United States and Canadian Sections ( North Amer- 
ican Federation) in Los Angeles, March 9-14. An 
innovation of the meeting will be a surgical emer- 
gencies pane] to which members of the American 
Academy of General Practice are invited. The par- 
ticipants in the panel will be Drs. George F. Lull, 
Chicago, Secretary of the A. M. A.; Claude S. Beck, 
Cleveland; Winchell McK. Craig and Gershom 
Thompson, Mayo Clinic, Rochester, Minn.; Neal 
Owens, New Orleans; and Edward L. Compere 
and Philip Thorek, Chicago. The scientific program 
to be presented in the Ambassador Hotel will con- 
sist of general assembly and sectional meeting pres- 
entations of papers, panels, and symposium. About 
25 outstanding surgeons from 15 overseas countries 
will present papers in addition to nearly 400 sur- 
geons from the United States and Canada. 


THE SCIENTIFIC ASSEMBLY AT THE 
PHILADELPHIA MEETING 


The Scientific Program at the Philadelphia Clini- 
cal Meeting was a full one, with some 640 con- 
tributors participating in lectures, panel discussions, 
symposiums, motion pictures, color television, and 
scientific exhibits. All activities were held under one 
roof—very fortunately, because of the blizzard that 
began the second day of the meeting. Attendance 
the last three days was sharply reduced, but physi- 
cians who were fortunate enough to get to the 
Convention Hall were well repaid for their effort. 
The wealth of medical talent in Philadelphia was 
fully utilized, but it was not entirely a Philadelphia 
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program, other portions of the United States being 
represented by scientific exhibits, motion pictures, 
and lectures. 

An international flavor was given to the meeting 
by the Trans-Atlantic Conference on the Chem- 
otherapy of Cancer. The Royal Society of Medicine, 
meeting in London, was connected with Conven- 
tion Hall in Philadelphia by a two-way telephone 
hookup. The panel in London, headed by Mr. A. 
Dickson Wright, carried on a lively discussion with 
the panel in Philadelphia headed by Dr. Leandro 
M. Tocantins. 

Color television originated at Lankenau Hospital 
and was shown each morning and afternoon at 
Convention Hall. A carefully selected group of 
medical motion pictures also attracted wide in- 
terest. One film was shown in the evening at one of 
the hotels, portraying medicine in many parts of 
the world. 

The Scientific Exhibit, with 124 displays, was 
colorful and spectacular, with outstanding repre- 
sentatives of medicine on duty to talk to visiting 
physicians and to discuss problems of medical 
practice. Features included the special exhibit on 
fractures, of which Dr. Ralph G. Carothers, Cin- 
cinnati, was chairman; manikin demonstrations on 
problems of delivery, under the guidance of Dr. 
Thaddeus L. Montgomery, Philadelphia; and _his- 
tory of medicine with displavs, lectures, and tours 
arranged by a committee of which Dr. Nicholas 
Padis, Philadelphia, was chairman. 

Credit for the smoothness with which all of the 
scientific activities were carried on goes to Dr. 
Gilson Colby Engel, the general chairman of the 
Philedelphia group, and to members of his staff. 
Dr. Leandro M. Tocantins, in charge of the lecture 
program, spent the entire time at Convention Hall 
checking in each speaker, while Dr. Lawrence 
Singmaster worked diligently on the television pro- 
gram at Lankenau Hospital and the meeting hall. 
Credit also goes to Smith, Kline and French Lab- 
oratories and members of their staff for cooperation 
in the Trans-Atlantic conference with London; the 
color television program from Lankenau Hospital; 
and the preview of the motion picture, “M.D. 
International.” 


APPOINT A. M. A. BUSINESS MANAGER 


Mr. Russell H. Clark, staff assistant to the vice- 
president and general manager of the Chicago 
Tribune Company, has been appointed to the 
A. M. A. headquarters executive staff in Chicago. 
Mr. Clark will become business manager of the 
A. M. A. on Feb. 1. He was graduated from the 
University of Chicago in 1949. Prior to his employ- 
ment with the Tribune company, Mr. Clark was 
an associate in the management consulting firm of 
Booz, Allen & Hamilton, Chicago. 
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MEDICINE AND THE LAW 


OPINIONS OF JUDICIAL COUNCIL 


The Judicial Council has authorized the publi- 
cation of the following opinion. This and other 
opinions approved by the Judicial Council will be 
published in “Medicine and the Law” and will be 
added, as a supplement, to “Opinions and Reports 
of the Judicial Council.” 


Question: A “fee complaint” committee of a 
county medical society has asked whether the sec- 
ond sentence of section 7 of the Principles of Medi- 
cal Ethics specifically authorizes a physician to 
double his fee if the patient’s income is twice that 
of the average person or whether it means that 
when a patient's income is less than average the 
fee should be reduced. 


Opinion: The Principles of Medical Ethics are 
“standards by which a physician may determine 
the propriety of his conduct.” They are guides to 
be observed, not laws to be enforced. The second 
sentence of section 7, providing that a physician’s 
“fee should be commensurate with the services 
rendered and the patient’s ability to pay” is such 
a guide. It is a general principle which should aid 
the physician in considering his fee. In addition to 
legal prohibitions, the very nature of medical prac- 
tice prevents the rigid establishment of inflexible 
fees for the many services which may be rendered 
to any individual. This principle does not suggest, 
therefore, that a physician set his fee with mathe- 
matical accuracy nor does it impose on him an obli- 
gation to act contrary to conscience, reason, or 
experience. 

In the opinion of the Council, “commensurate 
with the services rendered” recognizes that although 
there are some services which are considered in- 
valuable, nonetheless their practical value lies 
within a range,—within limits above or below which 
a fee is unconscionable. In the opinion of the Coun- 
cil a “patient’s ability to pay” is a secondary factor, 
one to be considered after, not before, value “com- 
mensurate with the services rendered” is ascer- 
tained. In the further opinion of the Council it is 
not contrary to conscience for the physician to con- 
sider the patient's ability to pay if he fixes his par- 
ticular fee within reasonable limits. The language 
used in this section is intended only to suggest 
that a physician try, in matters relating to fees, to 
the best of his ability to insure justice to the pa- 
tient and himself and respect for his profession. 

In the opinion of the Council, this section can- 
not properly be interpreted to mean that a physi- 
cian or a group of physicians must fix average fees 


to be increased or reduced according to the pa- 
tient’s economic status, nor to imply that an arbi- 
trary sliding scale of fees is to be adopted and ap- 
plied individually or by the profession. It may not 
be used to justify an excessively high fee or to ap- 
prove an inadequately low fee. 

The Council feels this subject is important enough 
to add the comment that the physician can obviate 
many fee-complaints (and consequent ill-will) by 
discussing fees with his patient so that the patient 
may understand and appreciate the value of the 
service for which the fee is paid. 


OWNERSHIP OF AND ACCESS TO 
HOSPITAL RECORDS 


Considerable uncertainty exists concerning the 
right of access to hospital records. Physicians, pa- 
tients, hospital staff personnel, and others are not 
clear as to their respective rights and obligations. 
This uncertainty may result from the fact that there 
is a lack of knowledge generally about what consti- 
tutes the “hospital record” and from the fact that 
there is no well defined body of law relating ex- 
clusively to hospital records—insofar as either their 
maintenance or their use is concerned. 


What Is the Hospital Record? 


Patients and their representatives compound the 
confusion because they do not know that hospital 
records relating to a single patient include an ad- 
ministrative record and a clinical record and may 
also include a social record. For present purposes 
the term “hospital record” will be used to mean 
only the patient’s clinical record. Few persons, other 
than physicians and hospital personnel, know that 
the patient's clinical record consists of data recorded 
on at least 12 different forms. Each form contains 
data relating to the patient’s medical or surgical 
care and treatment when he was hospitalized. Con- 
sequently, the patient who speaks of his hospital 
record or who authorizes his attorney or insurance 
adjuster to inspect his hospital record seldom real- 
izes that this record is a collection of records. 

In 1952 the American Hospital Association as- 
sembled thirteen model record forms and distrib- 
uted them, with brief comments concerning their 
use. They have been widely accepted. These forms 
include (1) summary, (2) history, (3) physical 
examination, (4) progress notes, (5) physician's 
orders, (6) clinical laboratory reports, (7) x-ray 
reports, (8) consultation reports, (9) anesthesia 
record, (10) operation record, (11) graphic record, 
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(12) nurse’s notes, and (13)—in appropriate cases— 
a labor record. In the case of short-stay patients (48 
hours or less ) a short-stay record form is used which 
includes the diagnosis, the results of the physical 
examination, and reports of laboratory tests neces- 
sary for proper evaluation of the case. Accident 
cases require the completion of a report of accident 
form. 

Rules and regulation of the hospital and require- 
ments of the Joint Commission on Accreditation of 
Hospitals demand that these records be authenti- 
cated. The joint commission requires that the at- 
tending physician sign the summary, the history, 
physical examination, physician's orders, progress 
notes, and reports of operations on all patients. 

These forms—this hospital record—represent the 
who, what, why, where, when, and how of patient 
care in the hospital. The primary purpose of these 
forms is to make available at all times a complete, 
up-to-the-minute written record of the patient's 
condition and treatment. 


Must a Hospital Maintain These Records? 


Obviously with the complexity of modern medi- 
cal and surgical care necessity exists, within the 
hospital, for making and keeping (1) records of 
diagnosis and the steps taken to verify it and (2) 
a record of treatment and the steps incident to 
giving it. Good judgment and common sense, effi- 


ciency and good business practice, in the absence 
of any statute, dictate the necessity for keeping a 
written record of the facts and the observations, 
orders, prescriptions, reports, and interdepartmental 
and interprofessional communications made during 
each patient's hospital stay. 

Some public or governmental hospitals are re- 
quired by statute to keep “records” but these statu- 
tory provisions are in the interest of governmental 
administration and not particularly for the benefit 
of the hospital, patient, or physician.’ By and large, 
statutes are silent concerning “hospital records.” 
The exact nature and extent of records which must 
be kept by hospitals have not been the subject of 
statutory definition. Technically, according to law, 
the clinical records of a hospitalized patient could 
be maintained by the doctor attending the case 
according to his own wishes and preferences much 
as he maintains records for nonhospital cases. For 
the sake of uniformity and completeness, however, 
standardization by hospitals of the form of the 
hospital patient’s clinical record has become an 
accepted regimentation. 

It seems clear that the keeping of records is an 
incident of efficient operation of the hospital. Ex- 
amination of the several forms will confirm this 
view. Provisional diagnosis, for example, made 
known to the hospital on or before the patient's 
admission and later entered on the summary form, 
facilitates the assignment of a patient to the proper 
service and alerts the hospital staff to the patient's 
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possible need for special therapy. The Joint Com- 
mission on Accreditation of Hospitals urges that 
the hospital be furnished with a provisional diag- 
nosis, to be entered on the summary form, at or 
before admission. The physician's orders form indi- 
cates his orders and prescriptions and reduces the 
risk of misunderstanding and forgetfulness. Request 
for and report of consultation pinpoints facts and 
opinions in relation to a particular patient and his 
particular condition. Progress notes reflect the pa- 
tient’s response to or failure of particular therapy. 
Thus a collection of many facts in an orderly man- 
ner in one place and for one person enables the 
doctor to “keep on top” of each case he treats with- 
in the hospital. Additionally, they can be of inesti- 
mable value to any other physician who may be 
called upon to aid or replace the original attending 
physician. 

In considering, then, the question of access to 
hospital records, as the term is used herein, it must 
be borne in mind that (1) the record is a collection 
of clinical data and (2) the record is maintained 
as a hospital discipline. The records executed by 
physicians are required as a condition of staff mem- 
bership by hospital rules or regulations. They should 
be treated as such from the legal point of view, 
that is, they are the business record of the hospital 
and the physical property of the hospital. Like an 
x-ray plate or a photographic negative, which be- 
long to him who is to furnish a report or a service, 
the record is not an item of contractual considera- 
tion when hospital stay is considered and arranged. 
It may be noted, in passing, that the American 
Medical Association through its House of Delegates 
expressed the following policy, with respect to an- 
other type of hospital record (staff minutes), in 
December, 1957: “The responsibilities of the gov- 
erning board of a hospital does (sic) not abrogate 
the moral and legal responsibility of a physician 
for the medical care which he renders to his patient 
in the hospital.” 

When a person is hospitalized there is no implied 
agreement that the hospital will maintain for and 
deliver to him, at his request, any one or more of 
the numerous forms that make up his “hospital 
record.” A recent article * on access to hospital rec- 
ords makes a very logical case for revising the 
hospital admission form to include a release per- 
mitting use of these records. At best, under ordi- 
nary circumstances, it would seem that the hospital 
should have no obligation, legal or otherwise, to 
surrender possession of the patient’s record, Owner- 
ship of the patient's record lies in the hospital. 


Purpose and Historical Value of Record 


The several forms which comprise the clinical 
record of the patient while hospitalized are filled 
in by the attending physician (or an intern or resi- 
dent acting under his direction and supervision ), 
consultants, and nurses. The attending physician 
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makes principal use of the record. Nurses and con- 
sultants also refer to and use the record in carrying 
out their duties in relation to the patient. And when 
the patient is discharged from the hospital it is the 
attending physician who completes the summary 
form and writes finis to that particular record. 
From that point on, the record is principally of 
historical value. Its chief purpose has been accom- 
plished. The record is preserved by the hospital for 
the benefit of the patient, for its own use, for the 
use of the attending physician or his successor, and 
for scientific research purposes. 

It may be of value to the patient (1) in treating 
future illness or during later hospitalization, (2) to 
eliminate the necessity for repeating procedures al- 
ready performed, (3) to aid in recovery of insur- 
ance or other benefits to which the patient or his 
representatives are entitled, and (4) to establish 
a failure to provide the requisite degree of skill and 
care to which, in the circumstances, the patient 
was entitled.” 

For hospital purposes, administrative analysis of 
the record as an impersonal document is considered 
necessary. The hospital conducts such an analysis 
as it continually strives to improve its services, as it 
reviews the past and plans for the future. Too, the 
record is of importance to the hospital in defending 
itself against a charge that (1) it may have been 
negligent in its duties to the patient during the 
period of hospitalization or (2) it did not exercise 
proper care in the selection or retention of its em- 
ployees. 

A physician may find the hospital records to be 
of value as he refreshes his recollection of the 
patient's history and treatment when he is subse- 
quently culled upon to treat the patient. He may 
find in the record, as an impersonal document, 
material for scientific research or for articles for 
the benefit of the medical profession. And he may 
find in the record evidence that will support a de- 
fense against a charge brought against him that he 
was negligent in his care of his patient. 


Right to Inspect Hospital Records 


Must a hospital furnish an abstract of its records 
or permit a former patient, or his duly authorized 
representative, to inspect the records of that pa- 
tient’s case? 

From the legal point of view these records may 
be subpoenaed. Whether or not they will be ad- 
mitted is a matter that depends on the law of the 
particular jurisdiction. In general, in the absence 
of objection on the part of the patient, who may 
properly invoke the doctrine of privilege in certain 
jurisdictions, they are held admissible. When the 
patient himself seeks to introduce these records 
they are generally held admissible over the objec- 
tion that they are hearsay evidence. An excellent 
discussion of the admissibility of hospital records 
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was written by Harold Levine, a member of the 
Chicago Bar, and published in the February, 1957, 
issue of The Trial Lawyers Guide. No summary 
can do the article justice. It should be read in its 
entirety. 

The more important legal uncertainties relate to 
the right of inspection in the absence of litigation; 
that is, when the patient wishes to inspect his rec- 
ord to satisfy his personal curiosity, or to comply 
with requirements of an insurance contract or a 
compensation program. Must the hospital furnish 
all or part of the record to such a patient on re- 
quest? May, or must, the hospital honor the request 
of the patient to furnish all or part of the record 
to an investigator, adjuster, or attorney? Is it neces- 
sary for the hospital to have permission from the 
attending physician before it discloses information 
contained in the medical records? May a hospital 
permit other physicians to review the records with- 
out the patient’s consent and without the consent 
of the attending physician? 

It is generally agreed that since the physical 
ownership is in the hospital, and since the subject 
matter of the records relates to a definite, identifi- 
able human being, consent or authorization for the 
use of the records must come from these two 
sources. The hospital and the patient must consent 
to the use of the records by some other party when 
those records are used as a personal document. 
When anonymity is preserved and the records are 
used as an impersonal document in medical or other 
scientific research, it is to be doubted that the 
consent of the patient is needed. Because the rec- 
ords belong to the hospital and are kept as a hos- 
pital discipline, it is doubted that consent to their 
use by the attending physician is necessary, espe- 
cially after the record is completed and the patient 
is discharged from the hospital. The physician does 
not own them and usually prepares them at the 
direction of the hospital or pursuant to its regula- 
tion rather than of his own volition for his personal 
use and keeping. Thus, affirmatively, there should 
be no legal problem if the patient and the hospital 
consent to the use, inspection, or review of the 
records. 

If the patient wishes the record and the hospital 
refuses to permit access to it, might the patient 
successfully maintain an action at law to compel 
the hospital to accede to his request? In a Califor- 
nia case,‘ the District Court of Appeals said, “The 
doctor-patient relationship is a fiduciary one and it is 
incumbent on the doctor to reveal all pertinent infor- 
mation to his patient. The same is true of the hospi- 
tal-patient relationship. In the event of the death 
of a patient while under the care of the doctor and 
the hospital the spouse has a right to know the 
cause of death. Withholding information would in 
a sense be a misrepresentation.” In another Calli- 
fornia case,” before the Supreme Court of the state, 
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where the question concerned the running of the 
statute of limitations when there was concealment 
of a medical failure, it was said the confidences 
growing out of the relationship between doctor and 
patient imposed on the physician the duty of re- 
fraining from fraudulent concealment, that is, the 
duty of disclosure when he had knowledge of the 
facts. Where there is a duty to disclose, the dis- 
closure must be full and complete and any material 
concealment or misrepresentation will amount to 
fraud sufficient to entitle the party injured thereby 
to action. 

It does not follow from these references that in 
any or in all jurisdictions a court would order a 
hospital to disclose information in its records in the 
absence of a showing that there was good reason 
for patient’s request. 


Statutes and Court Decisions 


A number of states have hospital lien laws.’ 
These laws permit the hospital to file a lien to 
cover the cost of such items as service, food, lodg- 
ing, and supplies, reasonably necessary for the 
treatment, care, and maintenance of a patient hos- 
pitalized for “an injury suffered through the fault 
or neglect of some one other than the patient 
himself” or for “personal injuries received in any 
accident” for which the injured person claims dam- 
ages or compensation, or the like. The lien—filed 
with the clerk of some specified court, served on 
the patient, or mailed to the person or corporation 
alleged to be liable—becomes a claim against any 
award, judgment, or final order of any court or 
public board or any settlement or compromise ac- 
cruing from a claim asserted or maintained by the 
patient. 

Some of the lien laws provide that “any party to 
a cause pending in a court of record against whom 
a claim shall be asserted for damages resulting 
from said injuries shall, upon request in writing, 
be permitted to examine the records of such hos- 
pital in reference to such treatment care and main- 
tenance of such injured person.” 

Obviously the statutes, creating liens in favor of 
hospitals, must be studied and their own particular 
provisions ascertained before it can be said they 
give any right to access to or inspection of hospital 
records. Further, it must be recognized that these 
statutes apply only to specifically defined situations 
and are not authority for indiscriminate inspection 
of hospital records. 

In Application of Larchmont Gables, Inc.,’ where 
an insurance company had been refused the right 
to examine the hospital record, the company moved 
to discharge the lien. The court held that “although 
the language of the statute is particularly broad it 
is not reasonable to determine that it was intended 
to require a hospital to reveal confidential informa- 
tion—nor was it necessary in order to determine the 
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reasonableness of the hospital's charges to examine 
records as to the diagnosis of the ailment or disease 
of the patient. The hospital should comply with the 
statutory requirement and furnish all information 
possible in respect to the treatment, care and main- 
tenance of the injured person without disclosure of 
confidential communications.” 

Another case * in New York related to testamen- 
tary competency of a woman who, afflicted with 
mental disability, had been confined to a state 
mental hospital shortly after executing a will. Ob- 
jection was made to the probate of her will on the 
ground that she lacked testamentary capacity. A 
special guardian, duly appointed, made application 
under the provisions of another New York statute 
to inspect the hospital records. The court said that, 
an issue having been created as to the competency 
of the testatrix, it would seem that information 
bearing on that issue should not be kept from the 
contestants or the court and that the special guar- 
dian should be afforded an opportunity to make a 
fair and full inquiry concerning the mental capacity 
of the testatrix. 

In De Nardo vs. De Nardo,’ an application was 
made by the brother of a husband to annul the 
marriage on the ground of mental incompetency at 
the time of marriage. The court granted the appli- 
cation for a subpoena duces tecum with respect to 
the production of hospital records concerning treat- 
ment, reports, and case records of the incompetent 
stating that “evidence of the wife’s knowledge and 
action on that knowledge in marrying an incompe- 
tent should not be concealed.” 

In Kinbacher vs. Schneider,'’ an action to set 
aside a deed to real property, a motion was made 
for an order requiring the director of a state hos- 
pital to produce, for the purpose of inspection, all 
records pertaining to the admission and diagnosis 
of the condition of the deceased, who four days 
before his admission to the hospital as a mentally 
ill person executed a deed to the defendant. The 
court denied the motion on the ground that no 
personal representative of the deceased had been 
appointed by law and that the defendant did not 
comply with the language of the statute as one 
who is entitled to inspect the hospital records. 


Confidential Communications and Right of Privacy 


The question of privilege, with respect to the 
clinical records of a hospitalized patient, is not 
considered here, except to point out that if the 
privilege does exist it is for the patient's benefit 
and must be claimed by him. It is neither for the 
doctor's nor the hospital's benefit and it may not 
be claimed by them. 

If a person, a hospital, or a doctor discloses some 
information about a patient or another person that 
is confidential and should not be disclosed to the 
public, the trend seems to be to bring an action for 
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a violation of the right of privacy. This theory of 
law has developed within the past 75 years or less 
and is a tort action based on one’s right, if ac- 
knowledged within a particular jurisdiction, “to be 
let alone.” Among the cases on this subject are 
several which are of interest in connection with 
hospitals and hospital records. 

In Barber vs. Time, Inc." a national magazine 
described the patient’s affliction and in connection 
with the story published a photograph of the pa- 
tient in bed in hospital attire. The patient sued 
and was awarded $1,500 actual and $1,500 punitive 
damages although the latter was set aside because 
of lack of a showing of malice. The Missouri Su- 
preme Court said that if there is any right of 
privacy at all it should include the right to obtain 
medical treatment at home or in a hospital for an 
individual personal condition (at least if it is not 
contagious or dangerous to others) without pub- 
licity. 

A more interesting case arose in Pennsylvania." 
The plaintiff was being treated for a coronary 
thrombosis. Her physician took pictures of her fa- 
cial expressions while she was unconscious in 
the hospital without her consent, allegedly for the 
purpose of graphically recording an effect of the 
illness. Suit was brought for return of the film and 
whatever prints had been made therefrom. The right 
to maintain the action was sustained. The court 
said, “While the court appreciates the develop- 
ment of the art of photography generally, and 
in the medical profession particularly, not only 
as a means of diagnosis and treatment but as a 
means of instruction, its progress has not as yet 
reached the stage that our physicians have been 
accorded the right to photograph their patients 
without their consent nor has medical jurispru- 
denge recognized the unlimited right of a physician 
to perform any test, administer any treatment, or 
perform any operation without the consent of the 
patient.” A New York case '* discusses the publica- 
tion of a scientific article in a state medical journal. 

Bazemore v. Savannah Hospital * is also of in- 
terest in this connection. In that case a tort action 
in the nature of trespass on the rights of privacy of 
the parents of a child was brought against a hos- 
pital, a photographer, and a newspaper. The facts 
were that a child had been born with its heart 
on the outside of its body. The family physician 
took the child to the hospital, where a photographer 
was permitted by the hospital to take photographs 
of the nude body of the deceased infant. Facts 
concerning the case and the photographs were 
given to a newspaper, which published the story 
and picture. The hospital entered a general de- 
murrer to the petition of the parents (admitting 
for that purpose the truth of the allegations but 
denying that the child’s parents had any cause of 
action against the hospital). The trial court sus- 
tained the position of the hospital, but the Supreme 
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Court of the state reversed the trial court, holding 
that the petition filed by the parents for general 
and special damages and for injunctive relief be- 
cause of the alleged tortious act did set forth a 
cause of action against the hospital. 


Conclusions 


There is no general understanding or apprecia- 
tion outside medical and hospital groups of the 
nature, extent, purpose, and use of hospital clinical 
records. Lack of knowledge by patients and their 
representatives and the failure of hospitals to de- 
vise a summary form containing information to 
meet a patient’s needs, which may be furnished on 
request, compounds this confusion. 

Ownership of hospital clinical records lies in the 
hospital. Primarily it is the right and obligation of 
the hospital to grant authorization to inspect and 
use these records. To the extent that these records 
are treated as personal documents a patient also 
possesses a concomitant right to grant authorization 
to inspect and use the records. Between the patient 
and the hospital, it is the legal right of the hospital 
to grant authorization to inspect and use these 
records. The consent of the attending physician is 
unnecessary legally but may be obtained as a pro- 
fessional courtesy. 

Statutes and court decisions concerning the use 
or right to inspect hospital clinical records are not 
numerous. In their absence or to supplement them 
where they do exist hospitals may provide, and 
should promulgate, reasonable rules concerning the 
use of and right to inspect the clinical records of 
patients. Litigation should not be necessary to 
clarify the status of the right of access to hospital 
clinical records. 
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MEDICAL NEWS 


FLORIDA 

Appoint Psychiatry Department Chairman.—Dr. 
Peter F. Regan III has been appointed chairman 
of the department of psychiatry in the University 
of Florida's J. Hillis Miller Health Center, Gaines- 
ville, by the State Board of Control. Dr. Regan 
previously was assistant professor of psychiatry at 
Comell University Medical College and assistant 
attending psychiatrist at New York Hospital, New 
York City; and chief of the Psychiatry and Neurol- 
ogy Service, U. S. Army Hospital, Camp Chaffee, 
Ark., in 1952. He is a member of the American 
Board of Psychiatry and Neurology. He will head 
all psychiatric services in the Teaching Hospital, 
to be opened this fall. 


Plan College of Health Services.—The State Board 
of Control has approved plans for establishing a 
College of Health Related Services at the Univer- 
sity of Florida, Gainesville. The new college will be 
opened in the J. Hillis Miller Health Center. Bache- 
lor of science degrees in physical therapy, occupa- 
tional therapy, medical technology, and a master’s 
degree in rehabilitation counseling will be offered. 
An administrative structure was provided for possi- 
ble degree programs later for hospital administra- 
tors, medical record librarians, and those in other 
health areas. Only those specialized courses which 
cannot be offered in other colleges of the university 
will be provided in the College of Health Related 
Services to prevent duplication. 


ILLINOIS 

Grant for Cardiovascular Research and Surgical 
Unit.—The establishment of a cardiovascular re- 
search and surgical unit at St. Francis Hospital, 
Evanston, has been made possible by the grant of 
an anonymous philanthropic group, Sister M. Ger- 
trudis, O.S.F., administrator, has announced. The 
grant will provide for the first three years of opera- 
tion. The station will include a cardiopulmonary 
physiology laboratory for the purpose of diagnosis 
and evaluation of congenital and acquired cardiac 
and pulmonary problems and will provide complete 
cardiac catheterization and pulmonary function 
studies. The funds also will make available the 
establishment of a surgical research laboratory 
and all necessary operating-room equipment neces- 


Physicians are invited to send to this department items of news of 
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sary for the cardiac surgery. The program was 
implemented in January and is expected to be in 
full clinical use in 1958. The entire program will 
operate within the department of surgery, under 
the direction of Dr. Philip H. Sheridan. Dr. John A. 
Detweiler and Dr. Bart T. Heffernan Jr. are as- 
signed as directors of the cardiopulmonary physi- 
ology laboratory. 


Dr. Fishbein to Speak in Quincy.—The Adams 
County Medical Society has announced that on 
March 25 Dr. Morris Fishbein, of Chicago, presi- 
dent-elect of the American Medical Writers’ Asso- 
ciation, emeritus professor at the University of 
Chicago and University of Illinois, will speak under 
the auspices of the Society and the Swanberg Med- 
ical Foundation. He will address the society's 
eighth annual public relations meeting in the new 
auditorium of the Quincy Senior High School at 
8 p. m. The meeting will be open to the public, and 
there will be no admission charge. Dr. Fishbein 
will also address a joint meeting of the Quincy 
Kiwanis and Quincy Rotary Clubs at noon on this 
date. 


Chicago 

University News.—The March lectures in the 

Northwestern University Medical School series on 

the Growth of Medicine will be presented at 8 a. m., 

Room 610, as follows: 

March 4—N. S. Davis and Medical Education, Dr. Richard 
H. Young, professor of medicine and dean, Northwestern 
University Medical School. 

March 11—Medical Aspects of Medieval Thought, Barry J 


Anson, Ph.D., Robert Laughlin Rea Professor of Anat- 
omy, Northwestern University Medical School. 


Personal.—Dr. Irving Wolin, associate clinical pro- 
fessor of orthopedic surgery, Chicago Medical 
School, has been elected 1958 president of the 
medical staff of Michael Reese Hospital Medical 
Center, succeeding Dr. Robert C. Levy whose 
term of office expired.——The 25th annual Collier- 
Ford-Martin oration of the Pennsylvania Procto- 
logic Society was delivered by Dr. Max Thorek, 
Jan. 10, at the Union League Club in Philadelphia. 
The lecture was followed by a banquet, at which 
time a bronze plaque was presented to the essayist. 
——Dr. Howard L. Alt, professor of medicine, North- 
western Medical School, has been appointed chief 
of the division of medicine at Passavant Memorial 
Hospital, succeeding Dr. Arthur R. Colwell Sr., 
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who resigned to devote more time to Northwestern 
University Medical School, where he is chairman 
of the department of medicine.——Dr. M. Alice 
Phillips has been named director of medical service 
at Mary Thompson Hospital. Dr. Phillips was for- 
merly chairman of the department of obstetrics and 
gynecology at New England Hospital in Boston. 
Mary Thompson Hospital is one of two hospitals in 
the United States entirely staffed and administered 
by women. 


MAINE 

Society News.—At the annual meeting of the Maine 
Society of Anesthesiologists the following officers 
were elected: president, Dr. Francis L. X. Mack, 
Portland; vice-president, Dr. Howard P. Sawyer Jr., 
Portland; and secretary-treasurer, Dr. Clement S. 
Dwyer, Bangor. 


MICHIGAN 

Annual Nutrition Conference.—The fourth annual 
Nutrition Conference, sponsored by Wayne State 
University College of Medicine, Detroit, will be 
held April 24-25. Speakers on “Proteins and Amino 
Acids in Nutrition” will include Fred E. Deathe- 
rage, Ph.D., of Ohio State University; Conrad A. 
Elvehjem, Ph.D., of the University of Wisconsin; 
Eldon E. Rice, Ph.D., Research Laboratories ot 
Swift and Company; and Dr. Nevin S. Scrimshaw 
of the Pan American Sanitary Bureau (Guatemala ). 
Members of the American Medical Association are 
invited. For information write James M. Orten, 
Ph.D., Chairman, Publicity Committee, Fourth An- 
nual Nutrition Conference, Wayne State Univer- 
sity, 1401 Rivard St., Detroit 7. 


NEW YORK 

Dr. Reiss Comes to New York.—Dr. Max Reiss, of 
Great Britain, has been appointed director of re- 
search at Willowbrook State School, Staten Island, 
Dr. Paul H. Hoch, commissioner of mental hygiene, 
has announced. Dr. Reiss will organize and direct 
a new unit to conduct research in mental retarda- 
tion, combining the techniques of clinical psychia- 
try, biochemistry, and endocrinology. In 1954 he 
was appointed honorary consultant to St. Ebba’s 
Hospital, Epsom, and to the Royal Victoria Hos- 
pital at Netley, Hants, the War Office’s main 
hospital for psychiatric casualties. In 1937 he was 
designated “Professor Extraordinarius” path- 
ological physiology, at the medical school of the 
German University of Prague; a position which he 
still retains. He is a fellow of the Royal Society of 
Medicine; a founding member of the Society for 
Endocrinology; and a member of the Royal Medico 
Psychological Association, the Biochemical Society, 
British Medical Association, and Society for Ex- 
perimental Biology. 
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Expansion of Psychiatric Training.—Two plans 
continuing the expansion of advanced graduate 
training for psychiatrists in New York State mental 
institutions have been launched at Columbia Uni 
versity and the State University of New York, 
Upstate Medical Center in Syracuse. The courses 
will be operated by the State Department of Men- 
tal Hygiene jointly with each of the universities. 
The programs are an extension of the department's 
existing inservice training for psychiatric residents 
in state institutions and will be aimed at providing 
experience in outpatient psychiatry as well as in- 
creased facilities for basic study. At Columbia 
University, the broadened plan of residency train- 
ing will be presented for psychiatrists from Rock- 
land, Harlem Valley, and Hudson River state 
hospitals. Dr. Lawrence C. Kolb, professor in the 
department of psychiatry, Columbia University, and 
director of the New York State Psychiatric Institute, 
will head the project. In Syracuse at the Upstate 
Medical Center, the course has been set up for 
resident psychiatrists at Marcy, Utica, St. Lawrence, 
and Binghamton state hospitals. The course is un- 
der the direction of Dr. Marc H. Hollender, chair- 
man, department of psychiatry, Upstate Medical 
Center, State University of New York at Svracuse. 


Symposium on Anticoagulants.—A symposium on 
the “Historical and Physiological Aspects of Anti- 
coagulants” will be held at the New York Academy 
of Medicine Feb, 25, 8:30 p. m. The meeting, 
jointly sponsored by the New York Heart Associa- 
tion and the section on medicine of the academy 
will be a memorial tribute to Dr. Jay McLean, 

discoverer of heparin at Johns Hopkins in 1916, 

who was to have been a speaker. Dr. Irving S. 

Wright, professor of clinical medicine, Cornell 

University Medical College, the moderator, will 

speak on “The Significance of Major Contributions 

in the Development of Anticoagulants.” Other 
spetkers are: 

Dr. Charles H. Best, professor of physiology, University of 
loronto, Canada, “Development, Physiological Actions 
and Clinical Use of Purified Heparin.” 

Dr. Armand J. Quick, professor of biochemistry, Marquette 
University Medical College, Milwaukee, Wis., “Develop- 
ment and Use of the Prothrombin Tests.” 

Karl Paul Link, Ph.D., University of Wisconsin, Madison, 
“Discovery and Physiological Properties of Dicumarol 
and Other Coumarin Derivatives.” 


The symposium is made possible by the support 
of Mr. Arthur Schulte, who in 1938, was one of the 
first patients for whom purified heparin was pre- 
scribed. For information write the New York Heart 
Association, 485 Fifth Ave., New York 17. 


New York City 

Staff Positions Available.--There are several vacan- 
cies on the attending staff of the open medical 
division and on the house staff of the same division 
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at Goldwater Memorial Hospital, of the City of 
New York Department of Hospitals, Welfare Island. 
Apply for application forms to Dr. Benjamin Jab- 
lons, Director, Open Medical Division, Goldwater 
Memorial Hospital, Welfare Island 17, N. Y. 


NORTH CAROLINA 

Child Psychiatric Service—The department of 
psychiatry, University of North Carolina School of 
Medicine, Chapel Hill, has announced the opening 
on Feb. 1 of a nine-bed child psychiatric inpatient 
service in the North Carolina Memorial Hospital for 
intensive diagnostic evaluation and_ short-term 
therapy of emotionally disturbed children under 
12 years of age. Children may be referred as private 
or as staff patients from North Carolina and as 
private patients from other states. Inquiries should 
be addressed to the Admissions Officer, Psychiatric 
Center, North Carolina Memorial Hospital, Chapel 
Hill, N. C. 


Dr. Baker Receives Award.—Dr. Lenox D. Baker, 
orthopedic surgeon at Duke University, Durham, 
has been chosen to receive the 1957 Physician’s 
Award of President Eisenhower's Committee on 
Employment of the Physically Handicapped. Dr. 
Baker was selected from among 37 physicians from 
throughout the nation who had been recommended 
by their governors’ commissions. The award goes 
annually to the doctor who, in the opinion of a 
group of impartial judges, “has made the greatest 
contribution to the physically handicapped.” The 
award, an illuminated scroll bearing the signature 
of President Eisenhower, was presented at the 
annual convention of the American Medical Asso- 
ciation’s Congress of Industrial Health Jan. 28 by 
Major General Melvin J. Mass, chairman of the 
President's Committee on Employment of the 
Physically Handicapped. Dr. Baker assisted in 
organizing the State Cerebral Palsy Hospital and 
Cerebral Palsy School in Durham and became 
medical director of the Cerebral Palsy Hospital in 
1950. Dr. Baker is president-elect of the North 
Carolina Medical Society. In 1955 he was president 
of the American Academy for Cerebral Palsy. He 
has served on the board of directors of the Na- 
tional Society for Crippled Children. 


OHIO 

Lectures in Diagnostic Radiology in Cincinnati.— 
Dr. Laurence L. Robbins, radiologist-in-chief, 
Massachusetts General Hospital, Boston, will de- 
liver the 10th annual Joseph and Samuel Freedman 
Lectures in diagnostic radiology at the University 
of Cincinnati College of Medicine March 29-30. 
Physicians desiring to attend are requested to write 
Dr. Benjamin Felson, X-ray Department, Cincinnati 
General Hospital, for details. 
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Grant for Study of Hypertension.—The John A. 
Hartford Foundation of New York City has granted 
to the May Institute for Medical Research $122,050 
for a three-year laboratory and clinical study of 
hypertension. The institute is a department of The 
Jewish Hospital Association of Cincinnati and is 
also affiliated with the University of Cincinnati 
College of Medicine. 


PENNSYLVANIA 
Philadelphia 
Appoint Head of Endocrinology and Metabolism 


Section.—Dr. Lewis C. Mills Jr. has been named to 
head the section in endocrinology and metabolism 
in the department of medicine at Hahnemann 
Medical College. Formerly assistant professor of 
medicine, Baylor University College of Medicine, 
and director, Endocrine-Metabolic Research Unit, 
Methodist Hospital in Houston, Dr. Mills was a 
research fellow in endocrinology, Peter Bent 
Brigham Hospital, Boston, in 1952-1953. In 1954 
he was selected chief of Endocrine Clinic and 
Service at the Jefferson Davis Hospital, Houston. 
Certified by the American Board of Internal Med- 
icine he is also a member of the American Federa- 
tion for Clinical Research, the Society for 
Experimental Biology and Medicine, and _ the 
American Society for Pharmacology and Experi- 
mental Therapeutics. 


Medical Writing Course.—Dr. Alfred S. Frobese, 
president, Hawthorne Surgical Society, has an- 
nounced the sponsorship of a course in “Medical 
Writing” at the University of Pennsylvania School 
of Medicine. It is being given to the fourth year 
class, weekly, starting Jan. 30. The lecturer for the 
1958 semester is John Shaw, editor, Pediatric Clinics 
of North America. 


New Dermatological Division.—By a recent affilia- 
tion, the Skin and Cancer Hospital of Philadelphia 
has become the Dermatological Division of the 
Temple University Medical Center. Under the 
agreement, Temple is responsible for the medical 
staff and the professional care of patients while 
the Skin and Cancer Hospital continues to assume 
financial and administrative obligations. Facilities 
for basic research projects are to be made available 
at the Medical Center. In 1956, the Skin and Can- 
cer Hospital processed 28,710 outpatient visits and 
519 admissions to its 28 beds. In addition to diag- 
nostic, superficial and deep therapy x-ray equip- 
ment, radium therapy, and_ ultra-violet light 
therapy, the hospital has two operating rooms for 
dermatologic and skin cancer surgery as well as 
a complete pharmacy. The institution receives 
neither state aid nor funds from community drives, 
being supported entirely by its friends and trustees. 
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WISCONSIN 

Appoint Dr. Elvehjem University President.—Ap- 
pointment of Conrad A. Elvehjem, Ph.D., dean of 
the University of Wisconsin Graduate School, as 
president of the university effective July 1 has been 
announced by the board of regents. He succeeds 
Dr. Edwin B. Fred, who reached the mandatory 
retirement age last year but remained as president 
for an additional year at the request of the regents. 
Dr. Elvehjem studied at Cambridge University, 
England, in 1929-1930. He was appointed an in- 
structor in biochemistry at the University of Wis- 
consin in 1925, assistant professor in 1930, associate 
professor in 1932, and professor in 1936. He has 
been chairman of the department of biochemistry 
since 1944 and dean of the graduate school since 
1946. In the 1930's Dr. Elvehjem isolated nicotinic 
acid. His honors include the Mead Johnson award 
for research in vitamin B complex in 1939, the 
Willard Gibbs medal of the American Chemical 
Society in 1943, and the Lasker award in medical 
research in 1952. He is a member of the American 
Academy of Arts and Sciences, member of the 
advisory committee of the National Science Foun- 
dation, member and past-president of the American 
Institute of Nutrition, past-president of the Asso- 
ciation of Graduate Schools, member of the Council 
on Foods and Nutrition, American Medical Asso- 
ciation, and chairman of the Food and Nutrition 
Board, National Reserch Council. 


University News.—Dr. Frank J. Fenner, professor 
of microbiology, John Curtain School of Medical 
Research, Australian National University, Canberra, 
Australia, visited the University of Wisconsin Med- 
ical School, Madison, Nov. 19-20, and delivered a 
lecture on “Myxomatosis in Australian Wild Rab- 
bits—Evolutionary Changes in an Infectious Dis- 
ease. 


GENERAL 

Decrease in Mental Patients—The number of 
mental patients in the United States is decreasing 
for the second straight year, it has been announced 
by F. Barry Ryan Jr., past-president of the National 
Association for Mental Health. There was an esti- 
mated decrease of 5,000 patients between June, 
1956, and June, 1957, and in 1956 there was a total 
decrease of more than 7,000 patients. 


Psychosomatic Meeting in Cincinnati.—The Ameri- 
can Psychosomatic Society will hold its 15th annual 
meeting at the Netherland Hilton Hotel in Cin- 
cinnati March 29-30. The program includes 16 
presentations, and the meeting will open with an 
“In Memoriam” to Dr. Eugene B. Ferris, former 
president of the society. Following a brief business 
meeting, the program will resume with an introduc- 
tion of the incoming president, Dr. Milton Rosen- 
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baum, and the presidential address by Dr. 
Theodore Lidz. The registration fee for nonmem- 
bers is $5. Students, interns, residents, and fellows 
will be registered for $1 on presentation of proper 
identification. Programs may be obtained from the 
society office, 551 Madison Ave., New York 22. 


Russian Medical Scientists in U. §.—The following 
Russian medical scientists recently arrived for a 
month’s stay in the United States. Zoia Dorofeeva 
and Nina Zhdanova, heart specialists, will study 
cardiology and cardiac rehabilitation with Dr. Paul 
Dudley White, of Boston, and Ancel B. Keys, 
Ph.D., of Minneapolis, Minn. Nikolai Viazemski, 
psychiatrist, and Dmitri Lunev, a neurologist, will 
spend their time with Dr. Howard A. Rusk, director 
of Physical Medicine and Rehabilitation at New 
York University-Bellevue Medical Center. 


Mental Health Week.—The National Association 
for Mental Health, New York City, has announced 
that April 27-May 3 will be designated “Mental 
Health Week.” The association, made up of 700 
local and state mental health associations in 42 
states, is a voluntary organization which has the 
endorsement of the American Psychiatric Associa- 
tion and the National Institute of Mental Health. 
Funds raised in the campaign to be conducted by 
the association throughout May will be used to 
support research, for early detection of mental ill- 
ness, for improved treatment, for assistance to 
recovered patients, and to carry on public education 
and information. The association reports that 750,- 
000 Americans are mental patients. 


Award for Research in Laryngology.—The William 
and Harriet Gould Foundation, Chicago, has an- 
nounced the annual Gould Award, “for outstanding 
research in laryngology, to encourage and reward 
fundamental investigations in this field.” While the 
award ($250) recognizes the completion of a specific 
research project, favorable attention will be given 
to investigators with a long-term interest in this 
subject. The recipient will be selected by the fol- 
lowing International Committee of Laryngologists 
from different geographical areas of the world: Sir 
Victor Negus, London, England; Prof. Cotohi Satta, 
Tokyo, Japan; Prof. Dr. Eelco Huizinga Jr., 
Groningen, The Netherlands; and Dr. Hans von 
Leden, medical director, William and Harriet 
Gould Foundation, 30 N. Michigan Ave., Chicago 2. 


Physical Medicine Awards.—The American Con- 
gress of Physical Medicine and Rehabilitation has 
presented its distinguished service key to Drs. Karl 
Harpuder and William H. Schmidt. 

Dr. Harpuder received his degree in medicine 
in 1919 from the University of Munich, and while 
in Munich did work on purine metabolism, electro- 
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lyte balance, and vascular physiology. In 1934 he 
became a member of the staff of the Montefiore 
Hospital, New York City. He is a member of the 
editorial board of the American Journal of Physical 
Medicine and has served as president of the New 
York Society of Physical Medicine and Rehabilita- 
tion. 

Dr. Schmidt is associate professor of physical 
medicine, Jefferson Medical College, Philadelphia, 
a charter member of the American Board of Physi- 
cal Medicine and Rehabilitation, a diplomate of 
the American Board of Radiology, past-president, 
American Congress of Physical Medicine and Re- 
habilitation. He was chairmn, section of Physical 
Medicine of the American Medical Association in 
1955. 


National Venereal Disease Conference.—The 27th 
annual National Venereal Disease Postgraduate 
Conference for physicians sponsored by the Univer- 
sitvy of Texas Postgraduate School of Medicine, 
Bavlor University College of Medicine, Texas State 
Department of Health, and in cooperation with the 
Texas Medical Association and the U. S. Public 
Health Service, will be held at the University of 
Texas, M. D. Anderson Hospital and Tumor Insti- 
tute, Texas Medical Center, in Houston, April 
23-25. Faculty will be drawn from major univer- 
sities, Public Health Service personnel and other 
authorities. Twenty hours of credit will be certified 
for those members of the American Academy of 
General Practice in attendance. Since the costs of 
instruction are being borne by the Public Health 
Service, no tuition fee will be charged; however, 
for those desiring category I credit, a $5 registrar’s 
fee will be charged. This conference is open only 
to graduates of medical schools approved by the 
Council on Medical Education and Hospitals of 
the American Medical Association. Applications 
should be sent to Dr. Grant Taylor, University of 
Texas Postgraduate School of Medicine, Houston, 
Texas. 


World Mental Health Year.—At its annual meeting 
in Copenhagen last summer the World Federation 
for Mental Health designated 1960 as the first 
World Mental Health year covering the 18-months 
from Jan. 1, 1960, to June 30, 1961, and culminat- 
ing in the fifth International Congress on Mental 
Health to be held in Paris, August, 1961. The 32 
member associations in the United States will set up 
a common joint steering committee to guide the 
preparatory work and the United States share in 
the common world-wide undertakings for 1960. 
Different countries will pursue special projects of 
their own choosing, designed among other things 
to reveal the status and needs of mental health in 
that country and to develop new resources. The 
executive board of the federation has established 
a committee to plan for the first Mental Health 
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Year, the initial members of which are Dr. Frank 
Fremont-Smith of the United States, chairman; 
Dr. John R. Rees, ex officio, of England; Dr. Brock 
Chisholm, of Canada; and Dr. Paul Sivadon, of 
Paris, France. Informaticn on the United States 
effort may be obtained from the U. S. Office, World 
Federation for Mental Health, 10 Columbus Circle, 
New York 19. 


Training Program for Steroid Research.—The Wor- 
chester Foundation for Experimental Biology, 
Shrewsbury, Mass., with the department of chem- 
istry, Clark University, Worcester, Mass., and the 
department of biochemistry, College of Medicine 
University of Utah, Salt Lake City, have announced 
the third Training Program for Steroid Biochem- 
istry to begin Oct. 1. The program, “designed to 
alleviate the shortage of qualified trained personnel 
in steroid research,” is offered by the U. S. Public 
Health Service through the National Cancer In- 
stitute of the National Institutes of Health. The 
courses stress both theroretical and practical as- 
pects in steroid research and offer training in 
specialized laboratory techniques. Postdoctoral 
candidates (M.D. or Ph.D.) selected for admission 
will receive stipends of $5,000 for a one-vear period. 
Predoctoral candidates (B.S., M.S., or equivalent ) 
selected for admission will receive stipends of 
$1,500 for a six-month period. The final date for 
application is June 1. Send applications to: Dr. 
Kristen Eik-Nes, Department of Biochemistry, Col- 
lege of Medicine, University of Utah, Salt Lake 
City, Utah, or Training Program for Steroid Bio- 
chemistry, Department of Chemistry, Clark Uni- 
versity, Worcester, Mass. 


Rabies Conference in Chicago.—The Great Lakes 
Regional Rabies Conference will be held Feb. 19- 
20 at the Hotel LaSalle, Chicago. States invited to 
participate include Illinois, lowa, Ohio, Minnesota, 
Michigan, and Wisconsin. Dr. Roland R. Cross will 
open the conference with an address at 1 p. m., 
Feb. 19. Program presentations include: 

Rabies Control Procedures and Current Status of Rabies in 

the U. S., Ernest S. Tierkel, V.M.D. 

Rabies in Wildlife, Wilford O. Nelson Jr. 
Human Anti-Rabies Prophylaxis: 

A. Effect of Local Wound Treatment on the Develop- 
ment of Experimental Rabies, Howard J. Shaughnessy, 
Ph.D. 

B. Advances in Human Anti-Rabies Vaccination Proce- 
dures, Dr. John P. Fox. 

C. Use of Hyperimmune Anti-Serum in Post-Exposure 


Prophylaxis of Rabies, Dr. Karl Habel. 


Each participating state will present a report of 
the status of rabies and progress of control activities 
in public health, livestock disease control, and wild- 
life conservation. Three panel discussions are 
planned: Diagnosis and Reporting, Animal and 
Human Prophylaxis on Control Techniques, and 
Epizootiology ( Urban and Sylvan). For information 
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write Edward C. Khuen, D.V.M., Chairman, Great 
Lakes Regional Rabies Conference, 130 N. Wells 
St., Room 802, Chicago 6. 


Surgical Meeting in Los Angeles.—The 11th 
biennial International Congress of the International 
College of Surgeons will be held in conjunction 
with the 23rd annual congress of the U. S. and 
Canadian sections (North American Federation ) 
in Los Angeles, March 2-14, An innovation of the 
meeting will be a surgical emergencies panel to 
which members of the American Academy of Gen- 
eral Practice are invited. Dr. Ross T. McIntire, of 
Chicago, executive director of the International 
College of Surgeons, will be the moderator. The 
participants will be: Dr. George F. Lull, Chicago, 
assistant to the president of the American Medical 
Association; Dr. Claude S. Beck, of Cleveland; Dr. 
Winchell M. Craig and Dr. Gershom J. Thompson, 
Mayo Clinic, Rochester, Minn.; Dr. Neal A. Owens, 
of New Orleans, and Dr. Edward L. Compere and 
Dr. Philip Thorek, of Chicago. About 25 surgeons 
from 15 overseas countries will give papers in addi- 
tion to nearly 400 surgeons from the U. S. and 
Canada. Surgical films will be shown. The annual 
convocation will be held in the Palladium; Dr. 
Raymond B. Allen, chancellor, University of Cali- 
fornia at Los Angeles, will be the speaker. Dr. Jose 
M. de los Reyes, of Los Angeles, regent of the In- 
ternational College of Surgeons for Southern 
California, is chairman of the congress; Dr. Peter 
A. Rosi, of Chicago, scientific program chairman; 
and Dr. James N. O'Neill of Los Angeles, general 
assembly chairman. For information write Dr. Ross 
T. MclIntire, Executive Director, International 
College of Surgeons, 1516 Lake Shore Drive, 
Chicago 10. 


CANADA 

Meeting on Gynecology and Obstetrics in Mon- 

treal.—_The second world congress of the Interna- 

tional Federation of Gynaecology and Obstetrics 
will take place in the newly-built Queen Elizabeth 

Hotel in Montreal, Canada, June 22-28. Round- 

table conferences will be held separately in gyne- 

cology and in obstetrics. The subjects are as follows: 

Gynaecology: 

Limits of Pelvic Surgery in Treatment of Carcinoma of 
Cervix. The Correlation of Psychosomatic Medicine in the 
Ovarian Function. Diagnosis of Carcinoma of the Cervix. 
Genital Tuberculosis. 

Obstetrics: 

Psycho-Prophylactic Preparation to Labor. Physiology and 
Pathology of the Contraction of the Human Gravid Uter- 
us. Anemia of Pregnancy. Toxemias of Pregnancy. 


Correspondence should be addressed to the Mon- 
treal Committee, Second World Congress, Inter- 
national Federation of Gynaecology and Obstetrics, 
1414 Drummond St., Suite 220, Montreal 25, Que- 
bec, Canada. 
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FOREIGN 

Psychopharmacology Meeting in Rome.—The Colle- 
gium Internationale Neuro-Psychopharmacologicum 
will meet in Rome Sept. 9-12 under the direction of 
Prof. Emilio Trabucchi. The program will include 
symposiums on the following: “Methods and 
Analysis of Drug-Induced Abnormal Mental States 
in Man”; “Comparison of Abnormal Behavioral 
States Induced by Psychotropic Drugs in Animals 
and Man”; “Comparison of Drug-Induced with 
Endogenous Psychoses in Man.” Plenary sessions 
will be devoted to the subject, “The Impact of 
Psychotropic Drugs on the Structure, Function, 
and Future of Psychiatric Services: (a) in the 
Hospitals, and (b) in Extra-Mural Clinics and 
Private Practice.” For information, write to Dr. 
Herman C. B. Denber, Secretary, Manhattan State 
Hospital, Ward’s Island, New York 35. 


Photofluography Congress in Stockholm.—The third 

International Congress of Photofluorography, or- 

ganized by the International Society of Photo- 

fluorography in cooperation with the International 

Union Against Tuberculosis, will be held Aug. 

20-23 at the Royal Institute of Technology, Stock- 

holm, Sweden. Topics for the plenary sessions are 

as follows: 

Potentialities of photofluorography. 

Radiation hazards and _ protection problems—Dosimetric 
problems. 

Special procedures. 

Definition and visibility in photofluorography. 

Diagnostics and the detection ability. 

Use of photofluorography in phthisiology and other pul- 
monary diseases. 

Use of photofluorography in various specialties. 

Development of future apparatus. 


The official languages are English, French, Ger- 
man, Italian, and Spanish. Proposed papers should 
be sent with an abstract not exceeding 300 words, 
translated preferably into English, before March 
15, and three copies of full papers sent to the con- 
gress secretariate not later than June 15, Enter- 
tainment includes an excursion to Drottningholm 
Court Theatre (18th Century) Aug. 22 and the 
banquet, Aug. 21. A special ladies’ program is 
arranged. Membership is open to medical and 
allied professional personnel, and applications 
should reach the secretariate not later than April 1. 
Registration fee is 135 Swedish crowns for active 
members, 65 Swedish crowns for associate mem- 
bers. For information write the congress secre- 
tariate, II1le Congres International de Radiophoto- 
graphic Medicale, Post-Box 5097, Stockholm 5, 
Suede. 


International Civil Defense Conference.—The 
third Internationale Civil Defense Conference, un- 
der the auspices of the Authorities of Geneva and 
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the International Civil Defense Organization will 

be held in Geneva, Switzerland, May 12-16. The 

program includes the following topics: 

(1) a. Radioactivity and protective measures. 
b. International system of radioactivity control and warn- 
ing. 

(2) Decentralization, evacuation and shelters to face the 
danger of radioactivity and rockets. 

(3) International status of civil defense personnel. 

(4) Insurance system for cultural property. 


Civil defense institutions and organizations of 
all countries, and organizations and persons con- 
cerned with civil defense and protection of cultural 
property are invited. Four working committees, 
corresponding to the items on the agenda, will 
meet on May 13-15 and their decisions will be sub- 
mitted in plenary session on May 16. National 
institutions will have an opportunity to show films 
on dissemination of data on civil defense. An 
exhibition of apparatus and equipment will enable 
delegates to become acquainted with the technical 
novelties in the field of civil defense. For informa- 
tion write the International Civil Defense Organi- 
zation, 27, rue Pierre-Fatio, Geneva, Switzerland. 


Congress on Educational Treatment of Deafness.— 
The University of Manchester department of edu- 
cation of the deaf, will sponsor the International 
Congress on Educational Treatment of Deafness, 
July 15-23. Subjects will include procedures for the 
making of screening tests and assessments of the 
hearing of babies and young children, the results 
of guidance to parents to enable them to give home 
training to their children of preschool age whose 
hearing is impaired, and the results of an experi- 
mental investigation on problems in architectural 
acoustics that concern the use of hearing aids in 
school buildings. Arrangements may be made to 
visit audiology clinics and special schools in Lon- 
don, Oxford, and other places. For information 
write Prof. A. W. G. Ewing, Department of Educa- 
tion of the Deaf, The University, Manchester 13, 
England. 


EXAMINATIONS 
AND 
LICENSURE 


EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 


Educational Council for Foreign Medical Graduates, Inc.: 
The American medical qualification examination to be 
given henceforth twice a year for foreign medical grad- 
uates. First Examination. Medical Schools in the United 
States, March 25. Final date for filing application is Feb. 
10. Second Examination. Medical Schools in the United 
States and Foreign Countries, Sept. 23. Final date for fil- 
ing application is June 23. Executive Director, Dr. Dean 
F. Smiley, 1710 Orrington Ave., Evanston, Illinois. 
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BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 17-19. Sec., Dr. 
D. G. Gill, State Office Building, Montgomery 4. 

Georcia: Examination and Reciprocity. Atlanta and Augus- 
ta, June. Sec., Mr. C. L. Clifton, 224 State Capitol, At- 
lanta. 

Louisiana: Examination and Reciprocity. New Orleans, 
June 5-7. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank 
Bldg., New Orleans. 

Marne: Examination and Reciprocity. Portland, Mar. 11-13, 
Sec., Dr. Adam P. Leighton, Room 514, 152 High St., 
Portland. 

Micuican:® Examination. Ann Arbor and Detroit, June 9- 
11. Sec., Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., 
West Michigan Ave., Lansing 8. 

Montana: Examination and Reciprocity. Helena, April 1, 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 
NesrasKA:* Examination. Omaha, June. Sec., Mr. Husted 
K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 
New Hampsuire: Examination and Reciprocity. Concord, 
Mar. 12-14. Sec., Dr. Mary M. Atchison, 107 State House, 

Concord. 

New Jersey: Examination. Trenton, Feb. 18-21. Sec., Dr. 

Patrick H. Corrigan, 28 West State St., Trenton. 


Onto: Endorsement. Columbus, April 1; June 19-21. Sec., 
Dr. H. M. Platter, 21 West Broad St., Columbus 15. 


OKLaHoMa:*® Examination. Oklahoma City, June 3-4. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 


OreEcon:*® Examination. Portland, April 11-12. Exec. Sec., 
Mr. Howard I. Bobbitt, 609 Failing Bldg., Portland. 


Texas:* Examination and Reciprocity. Fort Worth, June 23- 
25. Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort 
Worth 2. 

Uran: Examination. Salt Lake City, July 9-11. Director, Mr. 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 

AvasKa:* On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, 
Agana. 

Puerto Rico: Examination. San Juan, March 4-7. Sec., 
Mr. Joaquin Mercado Cruz, Box 9156, Santurce. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


ALaskA: Examination. Juneau, Nov. 4. Sec., Dr. R. Harrison 
Leer, Room 204, Alaska Office Bldg., Juneau. 


ARKANSAS: Examination. Little Rock, May 5-6. Sec., Mr. 
S. C. Dellinger, Zoology Department, University of 
Arkansas, Fayetteville. 

District oF Co_umsBia: Examination. Washington, April 


14-15. Deputy Director, Commission on Licensure, Mr. 
Paul Foley, 1740 Massachusetts Ave., N. W., Washington 6. 


OKLAHOMA: Examination. Oklahoma City, April 4-5. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 
Orecon: Examination. Portland, March 1., Dr. Earl M. 
Pallett, Sec., State Board of Higher Education, Eugene. 
Texas: Examination. Austin, April. Sec., Brother Raphael 

Wilson, 407 Perry-Brooks Bldg., Austin. —' 


Wisconsin: Examination. Madison, March 29, Milwaukee. 
June 7. Sec., Mr. William H. Barber, 621 Ransom St., 
Ripon. 


*Basic Science Certificate required. 
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GOVERNMENT SERVICES 


OFFICE OF DEFENSE MOBILIZATION 


Health Resources Advisory Committee.—Member- 
ship of the Health Resources Advisory Committee 
under the chairmanship of Dr. Elmer Hess was 
announced Jan. 15 by Gordon Gray, Director of 
Defense Mobilization. The committee advises the 
director of ODM on matters in the health field as 
they relate to mobilization programs. In addition 
to Dr. Hess, members of the committee are Mary 
Louise Gloechner, M.D., Conshohocken, Pa., pri- 
vate practice, vice-president of the state medical 
society; Frances Graff, R. N., Grand Rapids, Mich., 
director, School of Nursing and Nursing Service, 
Blodgett: Memorial Hospital, Grand Rapids, and 
past-president, Michigan League of Nursing Edu- 
cation; Harold W. Oppice, D.D.S., Chicago, private 
practice, and past-president, American Dental As- 
sociation; William B. Walsh, M.D., Washington, 
D. C., assistant professor of medicine, Georgetown 
University, and member of the Committee on Mili- 
tary Medical Affairs, Council on National Defense 
of the American Medical Association; George Otis 
Whitecotton, M.D., Oakland, Calif... medical di- 
rector, Highland Alameda County Hospital; Frank- 
lin Yoder, M.D., Chevenne, Wyo., director, Wyo- 
ming State Department of Public Health and Im- 
mediate past-president of the Association of State 
and Territorial Health Officers. 


ARMY 


James Stevens Simmons Memorial Lecture.—Dr. 
Jacques M. May, head of the department of medi- 
cal geography of the American Geographical So- 
ciety, gave the annual James Stevens Simmons 
Memorial Lecture at the Walter Reed Army Medi- 
cal Center, Jan. 16, on “The Ecology of Disease in 
World Health.” 

Dr. May has been compiling an Atlas of Diseases 
which, when completed, will present as compre- 
hensive a statement on the geographical distribu- 
tion of human diseases as available data will per- 
mit. He was educated at the Medical School of the 
University of Paris and was appointed professor 
of medicine there. In 1936 he joined the faculty of 
a branch of Paris University Medical School at 
Hanoi in what is now Viet Nam and has devoted 
most of his time to the study of tropical diseases 
in Asia, Africa, and the Western Hemisphere. 

Dr. Mavy’s delivery of the Simmons Memorial 
Lecture is one of four programs presented each 
vear featuring a nationally known figure discussing 
topics of broad interest to members of the medical 
fields. These programs are held in November, 
January, March, and May. The new series replaces 
the monthly medical meetings that had been spon- 


sored by the Army surgeon general during the 
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months of October through May each year since 
1924. 


AIR FORCE 


Air Force Hospital at Keesler Base.—On Jan. 11, 
1958, the U. S. Air Force Hospital at Keesler Air 
Force Base, Mississippi, was formally dedicated. 
The Honorable William M. Colmer, congressman 
from the sixth district of Mississippi, was the prin- 
cipal speaker. Major Gen. Olin F. MclIlnay, deputy 
surgeon general of the Air Force, represented the 
Chief of Staff. 

This 352-bed, air-conditioned hospital will serve 
as an orthopedic center as well as a base hospital. 
Its facilities include an audiovisual nurse call sys- 
tem, centralized oxygen and vacuum system, and a 
pneumatic tube system connecting all wards and 
clinics. Col. James S. Fisackerly is the hospital 
commander. 


Hospital at Keesler Air Force Base. 


VETERANS ADMINISTRATION 


Changes in Hospital Managers.—Dr. Prince P. 
Barker, director, professional services, VA Hospital, 
Tuskegee, Ala., will become manager of that 1,945- 
bed neuropsychiatric facility, succeeding Dr. Tous- 
saint T. Tildon, who retired Jan. 31. 

Dr. Sam Beanstock, director, professional services, 
VA Hospital, Lebanon, Pa., will be transferred as 
manager, VA Hospital, Chillicothe, Ohio, a 2,116 
neuropsychiatric facility, succeeding Dr. Harry H. 
Botts, who retired Jan. 11. 

Dr. Otto Schaefer, director, professional services, 
VA Hospital, Roseburg, Ore., will be transferred as 
manager of the VA’s 1,729-bed neuropsychiatric 
hospital, Danville, Ill., replacing Dr. Oreon K. 
Timm, who becomes director of the area medical 
office in St. Paul. 

Dr. Russell L. Hiatt, manager of the 200-bed VA 
Hospital, Fort Wayne, Ind., will be transferred as 
manager of the 494-bed VA Hospital at Louisville, 
Ky., succeeding Dr. Harvey C. Hardegree who re- 
tired Dec. 31, 1957. 

Dr. Michael H. Travers, director, professional 
services, VA Center, Kecoughtan, Va., will succeed 
Dr. Hiatt as manager-director of professional serv- 
ices of the Fort Wayne hospital. 
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Armstrong, Clifford Oakley * Moscow, Idaho; Uni- 
versity of Illinois College of Medicine, Chicago, 
1919; for many years member of the state board of 
medical examiners; fellow of the American College 
of Surgeons; past-president of the Moscow Rotary 
Club; for many years a member of the Moscow 
Chamber of Commerce; served on the state silicosis 
panel; a director for two years of Northwest Medi- 
cine; died at Mesa, Ariz., Nov. 18, aged 66. 


Atherton, Mary Jean * Springfield, Mo.; Bennett 
Medical College, Chicago, 1913; associated with 
Burge and Springfield Baptist hospitals; died Oct. 
15, aged 75, of cerebral hemorrhage. 


Austin, Oliver Luther, Tuckahoe, N. Y.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1896; an associate member of the 
American Medical Association; recently chosen 
outstanding medical practitioner of 1957 by the 
Westchester County Medical Society and the Medi- 
cal Society of the State of New York; set up the 
O. L. Austin Ornithological Research Station; asso- 
ciated with Lawrence Hospital in Bronxville, where 
he died Nov. 25, aged 84, of pneumonia. 


Bailey, W. Clark * Harlan, Ky.; born in Harlan 
Jan. 18, 1900; University of Louisville School of 
Medicine, 1926; in 1954-1955 Vice-President of the 
American Medical Association, serving as a mem- 
ber of its House of Delegates from 1945 to 1950 
and from 1953 to 1957; since December, 1952, a 
member of the Committe on Medical Care for In- 
dustrial Workers of the American Medical Associa- 
tion; past-president of the Kentucky State Medical 
Association and the Harlan County Medical Society; 
in 1955 the Kentucky Academy of General Practice 
honored him as “Family Doctor of the Year”; mem- 
ber of the American Academy of General Practice; 
more than 200 friends in Harlan paid tribute to him 
at a program which followed the format of the TV 
Show “This Is Your Life”; served on the board of 
trustees of the Georgetown (Ky.) College and the 
Pine Mountain Settlement School; for many years 
a member of the school board; served as chairman 
of the county board of health and as president of 
the county planning council; associated with the 
Harlan Hospital; died Nov. 20, aged 57, of coronary 
disease. 

Beckmann, Siegfried ® New York City; Medi- 
zinische Fakultat der Universitat, Vienna, Austria, 
1921; died Oct. 6, aged 61, of carcinoma of the 
thyroid. 


@ Indicates Member of the American Medical Association. 


Burns, Geoffrey Charles Henry * Demarest, N. J.; 
Cornell University Medical College, New York 
City, 1903; member of the American Psychiatric 
Association; served on the faculty of New York 
University Post-Graduate Medical School; died in 
the Englewood (N. J.) Hospital Sept. 3, aged 80. 


Clarke, Floyd Sweetland, Omaha; Medico-Chirur- 
gical .College of Philadelphia, 1900; professor 
emeritus of pediatrics at Creighton University 
School of Medicine, where he joined the faculty in 
1917; specialist certified by the American Board 
of Pediatrics; member of the American Academy 
of Pediatrics; an associate member of the American 
Medical Association; past-president of the Omaha- 
Douglas County Medical Society; associated with 
St. Joseph’s Hospital and Children’s Memorial Hos- 
pital; died in Crosby, Texas, Oct. 23, aged 82, of 
pneumonia. 


Combs, Carlow B., Hazard, Ky.; Louisville Na- 
tional Medical College, Medical Department State 
University, 1907; died Oct. 21, aged 78. 


Conner, Samuel S., Waynesboro, Pa.; Medical Col- 
lege of Virginia, Richmond, 1913; died Nov. 12. 
aged 76, of arteriosclerotic cardiovascular disease. 


Cosgrove, Thomas David * Reading, Pa.; Hahne- 
mann Medical College and Hospital of Philadel- 
phia, 1937; associated with the Community General 
Hospital; died Nov. 15, aged 48, of coronary occlu- 
sion. 


de Barcellos, Manuel Augusto, North Wilmington, 
Mass.; Kansas City University of Physicians and 
Surgeons, Kansas City, Mo., 1936; died Nov. 10, 
aged 65. 


Delmore, John Leo * Roseau, Minn.; University of 
Minnesota College of Medicine and Surgery, Min- 
neapolis, 1909; served on the school board; county 
coroner and county and city health officer for many 
years; died Nov. 7, aged 70, of acute coronary oc- 
clusion and diabetes mellitus. 


Dickson, Frederick Sanderman ® Detroit; Univer- 
sity of Rochester School of Medicine and Dentistry, 
1948; veteran of the Korean War; associated with 
the Burton Mercy Hospital and Trinity Hospital; 
died Nov. 30, aged 35, of subarachnoid hemorrhage 
and ruptured congenital aneurysm. 

Eliasberg, Helene ® New York City; Friedrich- 
Wilhelms—Universitaét Medizinische Fakultat, Ber- 
lin, Prussia, Germany, 1919; specialist certified by 
the American Board of Pediatrics; assistant pro- 
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fessor of clinical pediatrics at Cornell University 
Medical College; consulting pediatrician at the 
New York Hospital, where she died Dec. 16, aged 
67, of carcinoma of the cecum with metastases. 


Evans, Rice Kemper, Dayton, Ohio; Miami Medical 
College, Cincinnati, 1902; died Nov. 29, aged 78. 


Fredrickson, Adolph Richard ® Lansing, Iowa; St. 
Louis University School of Medicine, 1920; past- 
president of the Allamakee County Medical So- 
ciety; veteran of World War I; served as health 
officer; associated with the Veterans Memorial Hos- 
pital in Waukon and St. Francis Hospital in La 
Crosse, Wis., where he died Dec. 3, aged 69, of 
pneumonia, asthma and heart disease. 


Fugate, Isaac Tyler, Louisville, Ky.; Louisville and 
Hospital Medical College, 1908; specialist certified 
by the American Board of Radiology; member of 
the Radiological Society of North America and the 
American College of Radiology; past-president of 
the Jefferson County Medical Society; an associate 
member of the American Medical Association; on 
the courtesy staff, St. Anthony Hospital and Jewish 
Hospital; died Dec. 4, aged 76, of coronary occlu- 
sion. 


Gwinn, George Emerson * Beckley, W. Va.; Uni- 
versity of Virginia Department of Medicine, Char- 
lottesville, 1917; member of the American College 
of Chest Physicians and the American Trudeau 
Society; formerly associated with the Veterans 
Administration in Clarksburg; medical director and 
formerly superintendent of the Pinecrest Sanitar- 
ium; died Dec. 9, aged 67, of coronary occlusion. 


Harrison, William Henry * San Francisco; College 
of Physicians and Surgeons of San Francisco, 1906; 
veteran of World War I; for many years on the 
staff of St. Luke’s Hospital; died in the Veterans 
Administration Hospital Dec. 10, aged 73, of acute 
myocardial infarction. 


Holzapfel, William Henry, Stony Point, N. Y.; Uni- 
versity and Bellevue Hospital Medical College, New 
York City, 1904; an associate member of the Amer- 
ican Medical Association; served on the staff of the 
Manhattan Eye, Ear, Nose and Throat Hospital; 
died in the Nyack (N. Y.) Hospital Dec. 16, aged 
84, of fracture of the right hip and arteriosclerotic 
heart disease. 


Hurst, Vesse Reeves ® Longview, Texas; born in 
1887; University of Texas School of Medicine, Gal- 
veston, 1912; specialist certified by the American 
Board of Ophthalmology; member of the American 
Academy of Ophthalmology and Otolaryngology; 
fellow of the American College of Surgeons; past- 
president of the Tri-State Medical Society of Ar- 
kansas, Louisiana and Texas; first president of the 
Longview Chamber of Commerce; vice-president 
and director of the First National Bank; director 
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and past-president of Longview Savings and Loan 
Association; associated with Hurst Eye, Ear, Nose 
and Throat Hospital, Gregg Memorial Hospital, 
and the Markham Memorial Hospital, where he 
died Dec. 7, aged 70, of carcinoma of the left lung. 


Ingram, Clarence Hogue, Pittsburgh; Western 
Pennsylvania Medical College, Pittsburgh, 1897; 
an associate member of the American Medical As- 
sociation; died in the Veterans Administration 
Hospital, Aspinwall, Dec. 1, aged 85, of cardio- 
vascular renal disease. 


Innes, Wesley Arthur, Topeka, Kan.; University of 
Kansas School of Medicine, Kansas City, Kan., 
1950; veteran of World War II and the Korean 
War; died Dec. 2, aged 33. 


Jaquish, Martha Christeen, Philadelphia; Woman's 
Medical College of Pennsylvania, Philadelphia, 
1925; served as senior medical officer at the House 
of Correction; died Dec. 14, aged 59. 


Johnson, Chester Binns, Uniontown, Pa.; Western 
Pennsylvania Medical College, Pittsburgh, 1908; 
died Dec. 3, aged 76. 


Johnson, Peter Douglas, Washington, D. C.; How- 
ard University College of Medicine, Washington, 
1931; served on the faculty of his alma mater; for 
many years a member of the District Public Health 
Department; associated with the Freedmen’s Hos- 
pital; died in the George Washington University 
Hospital Dec. 13, aged 51. 


Jones, William Ellie ® Monroe, La.; Tulane Uni- 
versity School of Medicine, New Orleans, 1922; 
past-president of the Fifth District Medical Society; 
associated with E. A. Conway Memorial Hospital 
and St. Francis Hospital; died Dec. 5, aged 61, of 
coronary occlusion. 


Judy, Hubert Eugene ® Indianapolis; Indiana Uni- 
versity School of Medicine, Indianapolis, 1952; 
served as resident at the Indianapolis General 
Hospital; died Dec. 4, aged 31, of carbon monoxide 
fumes. 


Kirkpatrick, Ronal Byron * Abilene, Texas; Univer- 
sity of Louisville (Ky.) Medical Department, 1914; 
died Dec. 1, aged 76, of carcinomatosis of abdomi- 
nal viscera. 


Kreider, John Henry, Harrisburg, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 1901, 
veteran of the Spanish-American War and World 
War I; served for two terms as county coroner; 
died in the Polyclinic Hospital Dec. 12, aged 87. 


Lande, Jacob Norman, Sioux City, lowa; John A. 
Creighton Medical College, Omaha, 1920; specialist 
certified by the American Board of Pediatrics; mem- 
ber of the American Academy of Pediatrics and 
the Iowa State Medical Society; veteran of World 
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War II; associated with Florence Crittenden Home, 
and St. Vincent’s and Lutheran hospitals; died Dec. 
1, aged 64, of a heart attack. 


Lewy, Raphael, New York City; University of the 
City of New York Medical Department, New York 
City, 1892; an associate member of the American 
Medical Association; served as chief medical con- 
sultant of the workmen’s compensation bureau, 
New York State Department of Labor; member of 
the consulting staff, Manhattan General Hospital; 
died in Briarcliff Manor, N. Y., Dec. 12, aged 87. 


Liljedahl, Elmer Nathaniel * Los Angeles; Wash- 
ington University School of Medicine, St. Louis, 
1918: specialist certified by the American Board of 
Radiology; member of the Radiological Society of 
North America and the American College of Radi- 
ology; died Oct. 22, aged 65, of carcinoma of the 
liver. 


McCotter, Rollo Eugene, Lawrence, Mich.; Univer- 
sity of Michigan Department of Medicine and 
Surgery, Ann Arbor, 1910; professor emeritus of 
anatomy at his alma mater; formerly professor of 
anatomy at Vanderbilt University School of Medi- 
cine in Nashville, Tenn.; died Dec. 4, aged 79, of 
coronary heart disease. 


Marston, James Graham, Baltimore; University of 
Maryland School of Medicine and College of Physi- 
cians and Surgeons, Baltimore, 1917; member of 
the Medical and Chirurgical Faculty of Maryland; 
assistant in medicine at Johns Hopkins University 
School of Medicine; associated with the Johns 
Hopkins Hospital and Maryland General Hospital; 
veteran of World War I; died Dec. 13, aged 66. 


Martin, Clinton Hutton, New York City; Fordham 
University School of Medicine, New York City, 
1920; member of the American Academy of Der- 
matology and Syphilology; consultant dermatolo- 
gist at Fordham Hospital; associated with New 
York Medical College, Flower and Fifth Avenue 
hospitals; died in Kings Park, N. Y., Dec. 19, aged 
64, of cerebral arteriosclerosis. 

Miller, Daniel Elmer, Dayton, Ohio; Miami Medi- 
cal College, Cincinnati, 1899; died in the Miami 
Valley Hospital Dec. 9, aged 90, of arteriosclerotic 
heart disease. 

Mitchell, Eugene Wallace, Honolulu, Hawaii; Uni- 
versity of Louisville (Ky.) School of Medicine, 1916; 
fellow of the American College of Surgeons; asso- 
ciated with Queen's, Kapiolani Maternity and 
Gynecclogical, St. Francis, and Kauikeolani Chil- 
dren's hospitals; died in the Tripler General Hos- 
pital Oct. 20, aged 65, of cerebral arteriosclerosis. 
Mitchell, Luther Carl ® Columbus, Ga.; Emory 
University School of Medicine, Atlanta, 1926; died 
Dec. 2, aged 57. 
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Montoney, Decatur, Elkins, W. Va.; Baltimore 
Medical College, 1894; an associate member of the 
American Medical Association; died Dec. 6, aged 89. 


Morrow, James Robert, Seattle; Jefferson Medical 
College of Philadelphia, 1914; member of the Wash- 
ington State Medical Association: veteran of World 
War I; died Dec. 9, aged 68. 


Moser, August Wilhelm * Tenafly, N. J.; born in 
Bavaria Aug. 16, 1914; New York University Col- 
lege of Medicine, New York City, 1949; certified by 
the National Board of Medical Examiners; spe- 
cialist certified by the American Board of Pedi- 
atrics; member of the American Academy of 
Pediatrics; served as pediatrician for the New York 
State Department of Health; associated with St. 
Vincent's Hospital in New York City, where he 
served an internship and residency; an associate 
pediatrician at the Englewood (N. J.) Hospital; died 
while on vacation in Innsbruck, Austria, Sept. 11, 
aged 43, of pneumonia. 


Mueller, Ralph Edward * Phoenix, Ariz.; Univer- 
sity of Kansas School of Medicine, Kansas City, 
Kan., 1926; member of the American Academy of 
Orthopaedic Surgeons and the Missouri State Medi- 
cal Association; veteran of World War I; formerly 
practiced in Kansas City. Mo., where he was on the 
staffs of the Menorah and St. Luke's hospitals, and 
the Research Hospital, where he died Dec. 6, aged 
59, of cancer. 


Nichols, Frank Oliver * Miami, Fl2.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 
1920; veteran of World Wars I and II; formerly 
practiced in Knoxville, Tenn.; died Dec. 5, aged 59, 
of acute coronary thrombosis. 


Nieman, Samuel Clifford, Los Angeles; Medical 
College of Ohio, Cincinnati, 1901; veteran of World 
War I; died Dec. 1, aged 81. 


Nowlin, John Herbert, Chicago; Northwestern 
University Medical School, Chicago, 1902; died in 
the Evangelical Hospital Dec. 12, aged 90, of 
arteriosclerosis. 


Oliver, Robert Lee, Louisville, Ky.; Lousiville Na- 
tional Medical College, Medical Department State 
University, 1907; died Nov. 4, aged 95. 


Pazdral, George Antonio, West, Texas; Vanderbilt 
University School of Medicine, Nashville, Tenn., 
1900; city health officer for many years; died in 
Somerville Dec. 3, aged 78, of cerebral hemorrhage. 


Polderman, Hugo, Waverly Hills, Ky.; Universiteit 
van Amsterdam Geneeskunde Faculteit, Nether- 
lands, 1929; member of the American College of 
Chest Physicians; served on the faculty of the Uni- 
versity of Louisville (Ky.) School of Medicine and 
the staff of the Waverly Hills Sanatorium; died in 
the Jewish Hospital, Louisville, Dec. 6, aged 53. 
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Prewitt, John McGarvey, Mount Sterling, Ky.; Uni- 
versity of Louisville Medical Department, 1907; an 
associate member of the American Medical Associa- 
tion; veteran of World War I; past-president of the 
Montgomery County Medical Society; member of 
the county board of health; on the staff of the Mary 
Chiles Hospital; died Dec. 2, aged 74, of carcinoma 
of the colon. 


Ramonat, Harold Eugene, Philadelphia; University 
of Pennsylvania School of Medicine, Philadelphia, 
1922; member of the Medical Society of the State 
of Pennsylvania; died Dec. 15, aged 60. 


Ramsey, Edward Benjamin, Detroit; Howard Uni- 
versity College of Medicine, Washington, D. C., 
1900; on the staff of the Mercy General Hospital; 
died Dec. 2, aged 79, of arteriosclerosis. 


Ranney, Earl Albert, St. Petersburg, Fla.; Detroit 
College of Medicine and Surgery, 1915; died Nov. 
27, aged 69. 


Rasmussen, Nelson Henry, Scottsbluff, Neb.; John 
A. Creighton Medical College, Omaha, 1915; an as- 
sociate member of the American Medical Associa- 
tion; fellow of the American College of Surgeons; 
served as a member and for one term president of 
the city council; associated with St. Mary and West 
Nebraska General hospitals; died Nov. 27, aged 76, 
of diabetes mellitus and coronary disease. 


Redewill, Francis Hamilton ® Whittier, Calif.; born 
in Vallejo, Calif., May 29, 1879; Johns Hopkins 
University School of Medicine, Baltimore, 1906; 
founder, first president, and later secretary-treasurer 
of the American Physicians Art Association; winner 
of many prizes in oils and water colors; member of 
the American Urological Association; at one time 
served in the U. S. Public Health Service; for many 
years on the faculty of the University of California 
School of Medicine in San Francisco; owner and 
medical director of the Desert Inn Sanitarium in 
Phoenix, Ariz., from 1917 to 1924; served on the 
staffs of the French and St. Joseph’s hospitals in 
San Francisco; died Dec. 19, aged 78, of uremia. 


Reum, Carl Gedrem, Los Angeles; Medical Depart- 
ment of the University of California, San Francisco, 
1912; died in the Los Angeles County Hospital 
Dec. 4, aged 73, of cancer of the lung. 


Richardson, Charles Albert, Closter, N. J.; McGill 
University Faculty of Medicine, Montreal, Que., 
Canada, 1904; an associate member of the American 
Medical Association; associated with the Engle- 
wood (N. J.) Hospital, where he died Dec. 7, aged 
82. 


Rigas, George Skevos ® Weirton, W. Va.; National 
University of Athens School of Medicine, Greece, 
1915; member of the American Academy of General 
Practice; associated with the Weirton (W. Va.) 
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General Hospital and the Ohio Valley Hospital in 
Steubenville, where he died Dec. 2, aged 62, of 
cancer. 


Rodenbaugh, Frederick Hase ® San Francisco; St. 
Louis University School of Medicine, 1913; spe- 
cialist certified by the American Board of Radi- 
ology; member of the American Roentgen Society, 
Radiological Society of North America, American 
College of Radiology, and the American Radium 
Society; associated with Franklin Hospital and 
Mary Help Hospital; died Oct. 30, aged 65, of 
carcinoma of the lung. 


Rollings, J. D., La Center, Ky.; Kentucky School of 
Medicine, Louisville, 1882; past-president of the 
Ballard County Medical Society; died Dec. 6, 
aged 96. 


Roseman, Benjamin Franklin, Medford, Ore.; Tufts 
College Medical School, Boston, 1907; died in the 
Community Hospital Nov. 16, aged 83. 


Rosenthal, Frances Eulalia * Joplin, Mo.; Univer- 
sity of Kansas School of Medicine, Kansas City, 
Kan., 1927; on the staffs of Freeman and St. John’s 
hospitals; died in Baxter Springs, Kan., Nov. 29, 
aged 64. 


Rossiter, Donald Eugene ® Highland Park, IIL; 
Northwestern University Medical School, Chicago, 
1925; for many years president of the board of 
health of Highland Park; veteran of World War II; 
served on the staff of the Highland Park Hospital; 
died Dec. 14, aged 57, of coronary occlusion. 


Sanderson, Maurice Sheppard ® Edwardsville, IIl.; 
Chicago Medical School, 1944; member of the 
American Academy of General Practice; shot and 
killed Dec. 18, aged 44, when he resisted an at- 
tempted holdup in his home. 


Sandidge, Edward M., Pleasantview, Va.; Medical 
College of Virginia, Richmond, 1905; served as 
member and chairman of the Amherst County 
Board of Supervisors; died in Lynchburg, Nov. 30, 
aged 82. 


Sauer, Paul Kurt, New York City; born in E] Paso, 
Texas, in 1890; University of Pennsylvania School 
of Medicine, Philadelphia, 1913; member of the 
founders group of the American Board of Surgery; 
veteran of World War I; served during World War 
II and was awarded the Legion of Merit, Bronze 
Star, Purple Heart, Seven Battle Stars, Army Com- 
mendation Ribbon, and Amphibious Arrowhead; 
served on the staffs of the Lenox Hill and New 
York City hospitals, and the Veterans Administra- 
tion Hospital; associated with the medical depart- 
ment of the Equitable Life Assurance Society; died 
in the Veterans Administration Hospital Dec. 6, 
aged 67. 
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Seymour, Theodore Frederick, Mishawaka, Ind.; 
Trinity Medical College, Toronto, Ontario, Canada, 
1902; died in Bedford, Va., Sept. 13, aged 79, of 
myocardial insufficiency and arteriosclerosis. 


Share, George A. * Chicago; Chicago College of 
Medicine and Surgery, 1908; retired medical direc- 
tor of the medical department of Armour and 
Company; served on the staff of the Evangelical 
Hospital; died Dec. 16, aged 76, of arteriosclerotic 
heart disease. 


Sherwood, Arthur William, New Haven, Conn.; Uni- 
versity of Vermont College of Medicine, Burlington, 
1920; for many years medical director of the U.S. 
Second District Civil Service Region in New York 
City; died Nov. 21, aged 61, of coronary disease. 


Shlenker, Milton Alexander, New York City; Uni- 
versity of Virginia Department of Medicine, Char- 
lottesville, 1897; an associate member of the 
American Medical Association; fellow of the Ameri- 
can College of Surgeons; died in the Lenox Hill 
Hospital Dec. 2, aged 85, of cerebral hemorrhage. 


Shotwell, Carlos W. * Detroit; Detroit College of 
Medicine, 1903; for many vears on the staff of the 
Grace Hospital, where he died Dec. 5, aged 79, of 
cerebral hemorrhage. 


Shupe, Lester Leroy * Caldwell, Idaho; Western 
Reserve University School of Medicine, Cleveland, 
1932: fellow of the American College of Surgeons: 
member of the Industrial Medical Association; 
president of the Southwest Idaho Medical Asso- 
ciation; veteran of World War II; past-president of 
the staff of the Caldwell Memorial Hospital; died 
Dec. 7, aged 50, of a heart attack. 


Skvarla, John Augustus, Rutherford, N. |.; Univer- 
sity of Maryland School of Medicine and College ot 
Physicians and Surgeons, Baltimore, 1921; fellow 
of the American College of Surgeons; director of 
the orthopedic department, St. Mary's Hospital, 
Passaic, where he was president of the medical 
staff, and where he served as a member of the 
hospital board of governors; died Dec. 17, aged 62, 
of coronary thrombosis. 


Slocum, Harry Britton, Long Branch, N. J.; born in 
Long Branch, June 16, 1876; Columbia University 
College of Physicians and Surgeons, New York 
City, 1901; past-president and vice-president of the 
Monmouth County Medical Society; an associate 
member of the American Medical Association; 
fellow of the American College of Surgeons; on the 
staff of the Fitkin Memorial Hospital in Neptune; 
for many years associated with Monmouth Me- 
morial Hospital, where he was the first physician 
to be elected to the hospital’s board of governors, 
and where in 1953, after completing 50 vears on the 
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staff, his portrait was hung in the staff room; died 
in the Monmouth Memorial Hospital Dec. 19, 
aged 81. 


Smith, Bernard Reid * Asheville, N. C.; Jefferson 
Medical College of Philadelphia, 1911; veteran of 
World War I; during World War II an examining 
physician for Selective Service; for many years con- 
sulting physician for the Southern Railway; con- 
sulting physician at State Hospital in Morganton; 
associated with St. Joseph’s and Aston Park hos- 
pitals, and the Memorial Mission Hospital, where 
he died Dec. 4, aged 75, of cerebral thrombosis 
and arteriosclerotic heart disease. 


Stees, Henry Albert, Philadelphia; Medico-Chirur- 
gical College of Philadelphia, 1911; an associate 
member of the American Medical Association; died 
Dec. 2, aged 74. 


Thissell, Henry Nelson * Lock Haven, Pa.; Medico- 
Chirurgical College of Philadelphia, 1906; for many 
years served as school physician; associated with 
Lock Haven Hospital, where he died Dec. 5, aged 
73, of pneumonia. 


Thompson, Alden Christian * Mountain View, 
Calif.; College of Medical Evangelists, Loma Linda 
and Los Angeles, 1925; member of the American 
Academy of General Practice; veteran of World 
War I; served on the staffs of the Palo Alto (Calif.) 
Hospital and the San Jose (Calif.) Hospital; died 
Dec. 4, aged 62, of coronary occlusion. 


Thompson, Raymond Lee * Canton, Ohio; Western 
Reserve University School of Medicine, Cleveland, 
1916; veteran of World War I; associated with 
Aultman and Mercy hospitals; died Nov. 21, aged 
68, of coronary thrombosis. 


Voellings, William John * Mukwonago, Wis.; Mar- 
quette University School of Medicine, Milwaukee, 
1928; associated with Waukesha (Wis.) Memorial 
Hospital, where he died Nov. 11, aged 60, of carci- 
noma of the bladder and pulmonary embolism. 


Weinmann, Arthur * Buffalo; Johann Wolfgang 
Goethe-Universitat Medizinische Fakultat, Frank- 
furt-am-Main, Prussia, Germany, 1916; died Nov. 5, 
aged 65. 


Wolfe, Harlow M. * Taylorville, Ill; St. Louis 
University School of Medicine, 1906; past-president 
of the Christian County Medical Society; died in 
St. Vincent Memorial Hospital Nov. 24, aged 76, of 
cancer. 


Wood, Oran Alphonso, Westville, N. J.; Jefferson 
Medical College of Philadelphia, 1890; past-presi- 
dent of the Gloucester County Medical Society; 
served as county coroner; an associate member of 
the American Medical Association; died Nov. 25, 
aged 89. 
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Gastrointestinal Surgery in the Aged.—Rebocho and 
Bressan (Rev. paulista med. 51:348, 1957) ana- 
lyzed a series of 253 patients aged 60 and over 
(average 65.3) on whom a gastrointestinal opera- 
tion-had been performed. Of these patients 82 had 
nonmalignant lesions of the stomach or duodenum, 
65 had diseases of the bile ducts, 47 had cancer of 
the stomach, 21 had diseases of the appendix, 20 
had diseases of colon and rectum, and 18 had dis- 
eases of the small intestine. There were 36 deaths, 
or a general operative mortality of 14.2%, which is 
not high for this type of patient. A marked differ- 
ence was observed between the operative mortality 
in the patients with nonmalignant diseases (10 
deaths in 141 nonemergency cases, or 7.1%) and 
those with malignant diseases operated on under 
the same conditions (16 deaths in 63 cases, or 
25.4%). A much smaller difference was observed 
in the operative mortality between the group of 
emergency cases (10 deaths in 49 cases, or 20.4%) 
and nonemergency cases (26 deaths in 204 cases, 
or 12.7%). 

In 75 subtotal gastrectomies for nonemergency 
cases of ulcers of the stomach or duodenum there 
were 5 deaths, or an operative mortality of 6.6%, 
but in 7 other subtotal gastrectomies operated on 
under emergency conditions there were 4 deaths, 
or an operative mortality of 57.1%. Gastric cancer 
was present in 44 patients, 40 of whom underwent 
subtotal gastrectomy with 7 deaths, or an operative 
mortality of 17.5%. Four underwent total gastro- 
ectomy with three deaths, or an operative mortality 
of 75%. There were 65 operations on the bile ducts 
with 5 deaths (operative mortality of 7.7%), but 
if 1 patient with cancer is excluded operative mor- 
tality was only 6.2%. Of these 65 patients, 10 were 
operated on under emergency conditions, with 1 
death, or an operative mortality of 10%. These fig- 
ures illustrate the low mortality in these emergency 
cases and the small difference from that of non- 
emergency cases. Of 18 patients with diseases of the 
small intestine, 16 were emergency cases, 14 had 
strangulated or incarcerated hernia, and 2 had in- 
testinal obstruction. The intestinal obstruction was 
caused by postoperative adhesion and in most cases 
the operation was performed under emergency con- 
ditions. In this group there were two deaths, or an 
operative mortality of 12.5%. Of 20 patients with 
diseases of the colon and rectum, 17 had cancer in 
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an advanced stage. The operative mortality was 30%. 
Of the 21 patients with diseases of the appendix, 
7 had chronic appendicitis. The remaining 14 were 
emergency cases, and 2 of these died, an operative 
mortality of 14.2%. 


Basal Temperature and Puerperal Cycle.—Dr. B. 
Neme (Rev. gynec. e obst. 51:757, 1957) studied 
26 selected female patients (scholars, doctors, 
university students, and nurses) in whom, dur- 
ing the period of daily recording of the basal 
temperature, fecundation occurred. In six of them 
the basal temperature was checked every day 
until delivery, and in three this check was main- 
tained during the course of lactation. In all patients, 
a thermal increase persisting for more than 16 days 
was considered to indicate pregnancy, and in each 
case this diagnosis was confirmed. In some patients 
this diagnosis was based on the temperature change 
a few days before negative biological tests became 
positive. An early diagnosis of pregnancy made in 
this way enables the physician to supply preventive 
means to patients prone to miscarriage. In a patient 
with intrauterine death of the fetus, the basal tem- 
perature remained high until the product of con- 
ception was expelled. The authors concluded that 
the increase in basal temperature in the premen- 
strual phase and in the first months of pregnancy 
depends on the thermogenic action of the corpus 
luteus. Despite a thermal decline of 0.2 or 0.3 C in 
the days preceding delivery, these changes cannot 
be used to predict the day of birth. It is, however, 
possible from the basal temperature curve to cal- 
culate the age of the pregnancy. The curve is the 
most reliable method for recognizing hypermaturity. 


Histoplasma Capsulatum and Visceral Leishmania- 
sis—Dr. Manuel E. Silva, of the Gongalo Muniz 
Public Health Institute of Salvador, Bahia, in an 
address before the 13th Brazilian Congress of Hy- 
giene at Fortaleza, Ceara, reported the first finding 
in Brazil of Histoplasma capsulatum in the soil. The 
fungus was found in the soil of chicken yards in 
Jacobina, Bahia, a rural region where visceral 
leishmaniasis is endemic. In one of the two phases 
of the life cycle of H. capsulatum, the fungus, 
parasitizing the tissues, is similar to forms of Leish- 
mania in the organs of the host. In the other phase 
the fungus remains in the soil in its saprophytic 
filamentous form, reproducing itself by means of 
relatively large and typical spores. In this stage the 
fungus is generally introduced in the human or 
animal organism through the respiratory tract. 
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Thus the existence of H. capsulatum in soil in 
endemic areas of leishmaniasis means the possi- 
bility of existing progressive histoplasmosis super- 
imposed on visceral leishmaniasis. This fact creates 
a serious problem of differential diagnosis since 
the two diseases may be clinically similar; their 
parasites are similar to a certain extent and may be 
present in the same host’s cells; and the reaction of 
the affected tissues may be the same. Since the pre- 
ventive and therapeutic measures are not the same 
for the two diseases, an accurate study of them be- 
comes even more necessary for a differential diag- 
nosis. Both H. capsulatum and L. donovani appear 
in the host’s tissues as intracellular oval bodies in 
the cells of the reticuloendothelial system. 


FINLAND 


Spinal Injuries.—Heino Laitinen and co-workers 
(Ann. chir. et gynaec. Fenniae 46:407, 1957) 
studied tomographically the thoracic spines of 
a number of psychiatric patients before and after 
electroshock therapy. The incidence of fractures 
of the thoracic spine was 39%, which is very 
high. The character of the fractures and the 
predisposing factors were the same as in earlier 
reports. The authors call attention to fractures in 
interspinous processes and ruptures in interspinous 
ligaments which they believe occur frequently and 
are more likely to cause the pain suffered by pa- 
tients treated by shock therapy than fractures of 
the vertebral bodies. 


Whooping Cough.—K. H. Kahanpia (Duodecim 
11:663, 1957) reviewed the mortality and morbidity 
from whooping cough in Finland during the period 
1937 to 1957, with special attention to possible dif- 
ferences before and after 1952, when inoculation 
against whooping cough was started on a wide 
scale. The number of deaths from and cases of 
whooping cough were not correlated during the 
period 1937 to 1951, but were clearly correlated 
during the period 1952 to 1956. The morbidity and 
mortality figures showed a decrease after vaccina- 
tion was started. In recent years the mortality has 
followed fairly closely the variations in morbidity 
although it had been almost constant earlier and 
did not significantly depend on the variations in 
morbidity. Inoculation may have reduced the mor- 
tality but changes in natural virulence and im- 
proved medical care may also have been factors. 
Unlike diphtheria, whooping cough is not disap- 
pearing in Finland. 


Bronchography Prior to Pulmonary Resection.—In 
the tuberculosis sanatorium in Helsinki, the use of 
bronchography was started in February, 1955 
(Nord. med. 38:1382, 1957). A total of 160 
bronchographic examinations in 135 patients showed 
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that peripheral bronchial changes are common in 
pulmonary tuberculosis. The bronchi were normal 
in only 7% of the patients. Saccular bronchiectasis 
was observed in 52 bronchographies, mostly in as- 
sociation with extensive parenchymal lesions; but 
often the changes were masked by apical conden- 
sations of long duration. A total of 48 resections 
were performed in this series, including 30 seg- 
mental resections. Severe bronchial changes in poor- 
ly draining portions of a lung were in themselves 
an indication for resection. The principal indication 
for resection was usually the nature and severity of 
the parenchymal lesions. In comparison to ordinary 
roentgenograms and tomograms, bronchograms are 
a better means of locating the affected segments. 
They also afford useful information on the function 
of the affected and adjacent segments. Thus bron- 
chography is a valuable aid in planning the surgical 
operation and especially in determining the extent 
of the area to be resected. 


Changes in the Cervical Spine in Patients with 
Postural Vertigo.—A series of 35 patients with pos- 
tural vertigo and 28 controls not thus affected was 
studied by Orma and Voutilainen (Ann. med. 
int. Fenniae 46:60, 1957). All the patients were 
over 64 years of age. Anteroposterior, lateral, and 
oblique roentgenograms of the neck were taken. 
In both groups there were advanced changes in 
the cervical spine, but the level of C6 and 
C7 were, owing to anatomic factors, the verte- 
bral artery is most liable to compression in connec- 
tion with head movements, was much more often 
the site of narrowing of the intervertebral foramina 
in the group with postural vertigo than in the con- 
trols. Postural vertigo in old people is generally 
precipitated by the sudden postural changes asso- 
ciated with turning or some other movement of the 
head. On the basis of the present study, compression 
of the vertebral artery or irritation of the vertebral 
nerves at the level of C6 and C7 is a likely cause 
of postural vertigo. 


INDIA 


Rural Health Services.—The seven-nation ( Afghan- 
istan, Burma, Ceylon, India, Indonesia, Nepal, and 
Thailand) regional conference of the World Health 
Organization concluded its two-week session at 
New Delhi in October with an appeal to the local 
governments to assign a much higher priority to 
rural health services than has been given. Environ- 
mental sanitation should receive special emphasis 
in the basic health services to be provided in these 
countries. Lack of such sanitation constitutes a 
major problem throughout southeast Asia. The con- 
ference recommended that the size of the population 
to be served in each rural health unit should be 
between 20,000 and 30,000. Subcenters should be 
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set up according to the health need of the area. 
Public health and medical care should be integrated 
in all countries at the level of the rural health unit 
and efforts should be made to integrate them at 
district and national level. The minimum staff to 
be appointed for a rural health unit should be one 
physician, one public health nurse or health visitor, 
one midwife for about 500 people, and a sanitary 
assistant. 


Serum Proteins in Cirrhosis of the Liver.—K. L. 
Agarwal and co-workers (Journal Indian Medical 
Association, vol. 29, Nov. 16, 1957) stated that a 
depressed albumin and an elevated gamma globulin 
level are usually associated with cirrhosis of the 
liver. The authors studied serum proteins electro- 
phoretically in patients with this condition to see 
whether there was any correlation between the 
alteration in the different protein fractions and 
changes as observed in the various liver function 
tests. In 25 of their 43 patients, the diagnosis was 
based mainly on clinical findings, in 13 it was made 
after a liver biopsy, and in 5 it was confirmed at 
operation. All showed hepatomegaly or hepatosple- 
nomegaly with signs of portal hypertension and 
evidence of prominent collateral circulation. The 
age of these patients varied from 10 to 40 years. 
The electrophoresis was carried out within 48 hours 
of withdrawal of blood, and liver function tests 
were performed on fresh serum. A comparison of 
the results obtained in these patients was made 
with those of a group of 72 normal subjects. 

A low value for serum proteins with reduction in 
serum albumin and increase in gamma globulin 
characterized all the patients with hepatic cirrhosis. 
Elevation of the globulin level leading to a reversal 
of the albumin-globulin ratio was solely due to a 
rise in the gamma fraction, The exact mechanism 
of this hypergammaglobulinemia in patients with 
cirrhosis is not known. It may be partly due to 
protein deficiency. Zinc sulfate and thymol turbidity 
and cephalin cholesterol flocculation were increased. 
It was not possible to establish any correlation be- 
tween these tests and changes in various protein 
fractions. It was, however, seen that a rise in the 
gamma globulin and a drop in the albumin level 
occurred with a corresponding decrease in liver 
deficiency as shown by these tests. An increase in 
the thymol and zine sulfate turbidity was also asso- 
ciated with a decrease in the alpha and beta frac- 
tions of globulin respectively. 


Idiopathic Hydronephrosis.—A. E. deSa (Indian 
Journal of Child Health, vol. 6, November, 1957) 
stated that though a wide variety of factors are 
believed to cause idiopathic hydronephrosis, sur- 
geons often find at operation that neither an ex- 
trinsic nor an intrinsic obstruction exists at the 
pelviureteral junction to account for the patho- 
logical process in the kidney. The author reported 
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a series of seven patients with infantile hydro- 
nephrosis in all of whom there was a complete 
absence of any organic obstruction at the pelvi- 
ureteral junction either intrinsic in the form of a 
valve or stenosis, or extrinsic in the form of a band 
or an aberrant vessel. Histopathological studies of 
the pelviureteral junction in six patients showed a 
complete absence of nervous elements in the wall. 
The seventh patient was not studied histopathologi- 
cally. Because of the fact that the ganvlion cell 
population of the pelviureteral juncticn is both 
sparse and irregular, an attempt was made to study 
normal pelviureteral junctions for the presence of 
nervous elements in the wall. Sections were made 
serially both in the vertical and transverse planes 
of specimens from fresh cadavers. These sections 
showed identical histological findings with an ab- 
sence of small nerves and intramural ganglion cells. 
Four of these patients showed varying degrees of 
hypertension for children in this age group. Wheth- 
er conservative operation directed to these ischemic 
kidneys would tend to perpetuate the hypertensive 
state is not known. 


School Health.—More than 33,000 of 42,500 school 
children examined by the School Health Work De- 
partment of the Bombay Municipal Corporation in 
the year 1956-1957 were found to be medically 
defective according to the corporation’s annual re- 
port. Nearly 28% were suffering from general de- 
bility, 24% from dental defects, 15% from throat 
trouble, 14% from enlarged lymph nodes, 5% trom 
skin diseases, and 3% from eve diseases. 


ISRAEL 


Myocardial Infarction and Armchair Treatment.— 
A. Atsmon and co-workers ( Harefuah 53:281, 1957 ) 
reported on 173 patients with acute myocardial in- 
farction who were treated in the Beilinson Hospital, 
Petach Tikvah. In department A, 88 patients were 
treated with prolonged bed rest and in department 
D, 85 patients were treated by the armchair meth- 
od. The mortality in 47 patients in whom armchair 
treatment was instituted on the Ist to 14th day of 
hospitalization was 5.4%, Of the 41 patients who 
received armchair treatment beginning on the Ist 
to 6th day of hospitalization, the mortality was 
4.9%. Among the 76 patients who were treated by 
prolonged bed rest but in whom there were no 
contraindications to armchair treatment, the mor- 
tality was 9.2%. The clinical material in the two 
departments did not differ significantly as to age, 
sex, ethnic origin, number of previous myocardial 
infarctions, and distribution of good-risk and bad- 
risk cases, but differed as to anticoagulant treat- 
ment. All patients on armchair treatment and half 
of those on prolonged bed rest received bishy- 
droxycoumarin. Most of those not treated by anti- 
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coagulants were good-risk cases. On the basis of 
this experience it seems to be justified to continue 
armchair treatment in patients with acute myocar- 
dial infarction. 


Serum Lipids and Atherosclerosis.—In a symposi- 
um on atherosclerosis, Toor reported on his inves- 
tigations on serum lipids and atherosclerosis among 
Yemenite immigrants in Israel. Israel’s population 
is composed of immigrants from East and West, 
differing widely in their cultural background 
and ways of life. Each group is reluctant to change 
its habits of eating, so that in Israel there is a 
unique opportunity for a long-term experiment on 
the influence of diet on serum cholesterol levels 
and the incidence of atherosclerosis. Apart from the 
higher death rate from atherosclerosis in Israel 
among immigrants from Western countries, a strik- 
ing difference has been found between Yemenites 
who had immigrated over 20 years ago and those 
who had immigrated within the previous 5 years; 
528 Yemenites were investigated to determine their 
social conditions, diet, nutritional status, and serum 
levels of cholesterol, phospholipids, and total lipids. 
The findings were correlated with the atheroscle- 
rosis mortality rate. 

Patients with a history of cardiovascular disease 
or other abnormality likely to affect the serum 
cholesterol level, those with a blood pressure high- 
er than 140/90 mm. Hg, those who were markedly 
underweight, those with enlarged spleen or liver, 
those with low blood cholesterol levels in the pres- 
ence of impaired liver function tests, and pregnant 
and lactating women were excluded from this in- 
vestigation. The diet of recently immigrated Yem- 
enites contains a lot of pita, a type of flat yeastless 
bread. They also eat large quantities of vegetables, 
little meat (about once weekly), and little fat, 
which is mainly in the form of samne (boiled butter 
with the seed of fenugreek). As the quantity of in- 
gested fat is small (30 Gm. daily for recent and 
55 Gm. daily for early Yemenites ) the composition 
of this fat probably has little influence on the path- 
ogenesis of atherosclerosis. Both early and recent 
Yemenites make abundant use of sunflower seeds, 
chick-pea seeds, nuts, and almonds. 

The laboratory findings were as follows: The 
mean serum cholesterol value was lowest for recent 
Yemenites in both sexes and in all age groups, 
varying trom 146 to 158 mg. per 100 ml. in men and 
172 to 190 mg. per 100 ml. in women. Early Ye- 
menites presented values from 198 to 206 mg. per 
100 ml. in men and from 194 to 228 mg. per 100 ml. 
in women. The phospholipids values were higher 
among females in all age groups. For early Ye- 
menite men, values were between 217 and 233 mg. 
per 100 ml. and for recent Yemenite men, 207 to 
212 mg. per 100 ml. For women, the figures were 
228 to 253 mg. per 100 ml. and 219 to 237 mg. per 
100 ml. respectively. The cholesterol/phospholipid 
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ratio remained within normal limits (0.72—0.90) 
but was lowest among recent Yemenites. The mean 
values for total lipids were lowest among recent 
Yemenite men (556 mg. per 100 ml.) and the dif- 
ferences were significant in both sexes. 

The atherosclerosis death rate in the period 1953 
to 1955 was about four times higher among early 
Yemenite immigrants (23.6 per 1,000 per year) 
than among recent ones (6.3). It should be stressed 
that the body build of Yemenites, both early and 
recent, remained the same. Both groups obeyed 
religious laws and conformed to social customs to 
the same extent. Their ways of life were practic- 
ally unchanged, and no mental stress could be in- 
criminated in the early Yemenites. The death rate 
from infectious diseases was similar in both groups. 
The rate from malignant tumors was lowest among 
the recent immigrants and that from all causes in 
recent Yemenites over 65 was practically the same 
as the rate in this age group among other national 
groups in Israel. The lower death rate from ath- 
erosclerosis among recent Yemenites cannot there- 
fore be ascribed to death from other causes at a 
younger age. 

The lower death rate from atherosclerosis among 
Yemenites in Israel has attracted much interest in 
the past few years. In a series of 967 postmortem 
examinations, including 123 Yemenites, Shalom 
found a third coronary artery in 0.83% of European 
Jewish immigrants as against 2.44% in Yemenite 
immigrants, a possible explanation for the lower in- 
cidence of myocardial infarction in Yemenite Jews, 
but this explanation is unlikely because of the in- 
creased death rate from atherosclerosis among the 
early Yemenite immigrants (3.3 per 1,000 per year 
compared with 0.49 among the recent group). It is 
also difficult to explain the low serum cholesterol 
values on the basis of a metabolic genetic factor in 
recent Yemenite arrivals, because, with increased 
consumption of food, particularly fats, cholesterol 
values and death rates from atherosclerosis ap- 
proach those of Europeans. The possible effect of 
sunflower-seed oil on serum cholesterol levels does 
not seem to be relevant, since both groups eat sun- 
flower seeds. 


Inhibition of Pancreatic Secretion.—In his report at 
the meeting of the Israel Medical Association in 
March, D. Birnbaum (Hebrew University Hadas- 
sah Medical School, Jerusalem) presented the results 
of his studies on the inhibition of canine pan- 
creatic secretion by ganglion-blocking agents. Ex- 
periments were performed on dogs with a cannula 
inserted into the duodenum. The opening of this 
cannula overlooked the entrance of the main pan- 
creatic duct which was catheterized only during the 
collection periods, lasting for two or three hours. 
The first pancreatic duct usually entering near the 
common duct was ligated and cut at the first-stage 
operation. The dogs were made to fast for 12 to 18 
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hours prior to experiments which were performed 
without any anesthetic. As stimulus for external 
pancreatic secretion 5 ml. of N/10 hydrochloric 
acid was instilled every five minutes through a 
polyethylene tube located in the distal duodenum. 
This stimulation evoked in control experiments pan- 
creatic flow ranging from 10.7 to 11.7 ml. per half- 
hour period. 

After parenteral application of 5 mg. of diethyla- 
minoethyl benzilate methobromide (Paragone), a 
parasympathetic blocking agent, or 50 to 75 mg. 
of hexamethonium bromide, pancreatic flow de- 
creased in spite of continued stimulation by intra- 
duodenal instillation of 6.6 to 4.4 ml. per half hour 
of N/10 HCl. Statistical analysis indicated a sig- 
nificant decrease in flow obtained by sympathetic 
and/or parasympathetic blocking agents. Observa- 
tions on the amylase output revealed a tenfold de- 
crease in the third half-hour period. 


JAPAN 


Anti-A-Bomb Convention.—In August in Tokyo an 
international anti-A-bomb convention was held. 
Since 1945, about 110 atomic and hydrogen bombs 
were exploded by the United States, England, and 
Russia. This was done without the consent of other 
interested countries. No one has the right to con- 
taminate the air with radioactive products of nuclear 
fission. An appeal was sent to the United Nations 
for the immediate cessation of further tests of nu- 
clear weapons. 


Cancer Symposium.—An international cancer sym- 
posium was held in Tokyo in October. Japanese 
scientists reported that treatment with mustard gas 
gave spectacular results, although no permanent 
cures were observed. The efficacy of this treatment 
depends on the vascularity of the area involved. 
Scirrhous growths did not respond to this treatment. 


Influenza.—Epidemics of influenza started here in 
May and continued unabated through December. 
A rough estimate places the number stricken at 
about 3,500,000, with several thousand deaths from 
pneumonia, especially among the very young and 
very old. Although the pharmaceutical houses pre- 
pared a vaccine from the prevailing strain of the 
virus, the demands greatly exceeded the supply. 
Because of a drop in attendance to 50% or less of 
the enrollment, many schools were closed down for 
the emergency. 


Outbreaks of Dysentery.—Each summer epidemics 
of dysentery take a heavy toll of lives. They begin 
in May and continue into late October, reaching a 
peak in July and August and affect chiefly the very 
young and the very old. Every year about 0.1% of 
the population has a mild or severe attack of shigel- 
losis. About 1% of the population are carriers. In 
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vacation time mass infections are common in camps 
for children and summer resorts. One large epi- 
demic was traced to a breakdown in the chlorina- 
tion of the city water supply. Typhoid is well con- 
trolled by vaccination. As yet no effective vaccine 
for shigellosis is available. A sanitary sewage system 
is under construction in Tokyo but is as yet only 


half finished. 


PERU 


Parathion Poisoning.—Parathion is commonly used 
to identify all of the organic phosphorus containing 
insecticides. Intoxication in human beings exposed 
to it is manifested by an overwhelming parasympa- 
thetic stimulation. Ninety cases of parathion poison- 
ing, all of them occurring in farm laborers employed 
to fumigate crops with insecticides, are presented 
by Dr. Cruz-Merino L. (Revista de neuro-psiquia- 
tria, vol. 20, June, 1957). The full-blown clinical 
picture of acute intoxication is characterized by (1) 
muscarinic effects (extreme anorexia and vomiting, 
abdominal cramps, belching, diarrhea, hyperhy- 
drosis, diaphoresis, salivation, lacrimation, broncho- 
spasm, increased bronchial secretion with possible 
pulmonary edema, absence of the light reflex, myo- 
sis, blurred vision, and involuntary micturition); 
(2) nicotinic effects (muscular twitching, cramps, 
and weakness, especially in the lower extremities ); 
and (3) effects on the central nervous system (rest- 
lessness, anxiety, somnolence, headache, difficult 
speech, mental confusion, visual distortions, con- 
vulsions, and coma). 

The diminution of the cholinesterase level is 
pathognomonic of parathion poisoning. In the 
author’s series, the spinal fluid and the electro- 
cardiogram were occasionally found to be abnormal. 
Urinalysis revealed no abnormalities in most pa- 
tients, but in a few glycosuria and albuminuria 
were present. The sedimentation rate was consist- 
ently within normal limits. Some patients exhibited 
leukopenia and others leukocytosis but most of them 
had normal counts. In most of these patients the 
intoxication was brought about by a massive ex- 
posure to parathion, but in a few it was due to re- 
peated exposure to small quantities of the toxic 
agent. Parathion is only slightly cumulative in the 
body. Atropine is the drug of choice for the treat- 
ment of parathion poisoning. It stops only the mus- 
carinic effects, whereas ergotamine and curare check 
the nicotinic effects. 


Surgical Treatment of Tremor.—In the same issue, 
Dr. C. Arseni reviewed the surgical treatments 
available for patients with tremor. His experience 
was limited to combined pyramidotomy or some 
modification of this operation. Pyramidotomy has 
the advantages that (1) it is easy to perform, (2) 
the operative mortality is negligible, (3) epilepti- 
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form seizures are not observed after the operation, 
and (4) besides the tremor, the spasticity, the 
bradykinesis, and difficulty in starting movements 
are also controlled by this procedure. Among the 
disadvantages are the fact that the oculogyric crises 
do not disappear and that the procedure is valueless 
in patients over 50 years of age. In patients with 
bilateral tremors, a two-stage operation is indicated, 
but a marked motor deficit usually results. The 
author reported his results with the unilateral com- 
bined pyramidotomy in 30 patients suffering from 
Parkinsonism and whose ages ranged from 27 to 70 
vears; 19 showed strictly unilateral tremors; 6, bi- 
lateral tremors; and 5, bilateral tremors with a pre- 
dominance on one side. There were no operative 
deaths, but two patients died within eight days 
after operation. In the late postoperative period 
three more patients died. 

As to the seven patients over 50, only one was 
improved, five were left hemiparetic or hemiplegic, 
and three (including two of the five) died. For this 
reason pyramidotomy should not be performed on 
patients over 50. Of the remaining 23 patients 2 
died. Of the 21 survivors it was observed that the 
slower the course of the disease the better was the 
clinical response. In general, in those who had had 
the disease one or two years, the results were poor. 
Tremors not associated with spasticity were present 
in 13 patients and in all they were completely con- 
trolled by the operation. Tremor associated with 
spasticity was present in six, both symptoms being 
completely checked in four and partially checked 
in two. Amimia, present in 25 patients, was marked- 
ly improved in 11, partially improved in 5, and not 
improved in 9. Difficult speech was notably reduced 
in 12 of the 18 patients who showed it. Facial 
tremor and oculogyric crises, however, were not 
benefited by the operation in any of the patients 
suffering from them. 

Much better postoperative results were obtained 
in the mobility of the upper extremities. The 25 
surviving patients were able to use their hands in 
an almost normal fashion at date of report. All of 
them had follow-up periods varying from six months 
to five years, and in general the best responses were 
shown by those patients with severe tremor and 
spasticity prior to operation, while in those with 
tremor alone a postoperative diminution of muscu- 
lar strength was usually observed. The greater the 
preoperative spasticity in general, the less was the 
chance of postoperative paresis. After the operation, 
all of the 13 patients who had shown no preopera- 
tive paresis presented some degree of motor deficit. 
Pyramidotomy performed on a_ patient without 
spasticity was usually followed by marked hemi- 
paresis. 

Taking into account, on the one hand, that the 
tremor that troubles the patient most is that of the 
upper extremities and that the postoperative paresis 
is more troublesome than the tremor, and, on the 
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other hand, that there is a somatotypy in the dis- 
position of the crossed pyramidal fascicle, the author 
has introduced a selective combined pyramidotomy, 
by means of which only the crossed pyramidal 
fibers for the upper extremities are removed, leav- 
ing untouched those of the lower extremities. This 
operation has been performed on 65 carefully 
selected patients, with no deaths. The tremor dis- 
appeared completely or almost completely in the 
upper extremities, and the paresis was minimal, so 
that the patients could wash their hands and comb 
their hair. From these results the author concluded 
that the selective combined pyramidotomy has a 
broader range of usefulness than any other opera- 
tion for tremors. This operation is indicated if (1) 
the tremors are severe enough to incapacitate the 
patient, (2) they are limited to one part of the 
body, (3) the patient is less than 50 years of age, 
(4) the patient does not have motor inertia, and 
(5) the duration of the disease is short. 

Cervical Cancer.—The ways of spread and metas- 
tases in 56 patients who died with cancer of the 
uterine cervix were studied post mortem by Drs. J. 
Campos and Manuel Gonzalez-del-Riego (Gyne- 
cologia y obstetricia, vol. 3, June, 1957) who found 
that the most frequent way of dissemination of this 
tumor is by direct extension. The parametrium was 
invaded in 54 of the patients, the vesicovaginal sep- 
tum in 39, the vagina and bladder in 33, the recto- 
vaginal septum in 30, the rectum in 19, and the 
uterine body, oviducts, and ovaries in 13, Metastases 
produced through the lymphatic route were ob- 
served in 45. The pelvic lymph nodes were invaded 
in all of these; the mesenteric nodes in 10; the 
mediastinal nodes in 9; the supraclavicular nodes in 
2; and the inguinal nodes in 2. 

Of 28 patients, despite the fact that metastasis 
had not reached the extrapelvic lymphatics, 11 
showed hematogenic visceral metastases. Converse- 
ly, only 15 of the 28 patients who were found to 
have para-aortic lymphatic metastases also showed 
extrapelvic visceral metastases. These findings in- 
dicate that if on operation the juxta-aortic lymph 
nodes are found to be involved there is a strong 
possibility that other viscera are also involved. The 
reverse, however, is not true, since the absence of 
such a lymphatic involvement does not preclude 
visceral metastases of hematic origin. This might 
explain some failures of the pelvic exenteration per- 
formed on patients who showed no lumbar metas- 
tases. The lymphatic dissemination of cervical can- 
cer appears to be related to the clinical grade of 
the tumor, since although 33.3% of the patients with 
grade 3 cervical cancer had extrapelvic metastases, 
these were present in 58.8% of those with grade 4 
cervical cancer. The grade of histological malig- 
nancy of the tumor was, however, related to the 
tendency to lymphatic metastases. 
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In 24 of the patients in the series in whom blood- 
borne metastases were found, the lungs and the liver 
were most frequently involved, 11 and 9 respective- 
ly. The most common causes of death were uremia, 
which accounted for 24, and carcinomatosis which 
accounted for 19. In 45 patients, uretheral com- 
pression was found and was bilateral in 39 of these. 
As a result of it, in 39 patients hydronephrosis had 
arisen and in 29 of these the hydronephrosis was 
bilateral. In 16 patients the cervical cancer was 
localized in the pelvis, death being caused by uri- 
nary complications. It is likely that these patients 
could have been helped by pelvic exenteration. This 
means that, at least theoretically, 25% of all patients 
with advanced cervical cancer may be benefited by 
radical operation. 


Cancer in Situ and Infiltrating Cancer of the Uterine 
Cervix.—In the same issue, Drs. J. Campos and 
C. Misad reported on their attempt to determine 
whether cytological differences exist between cancer 
in situ and infiltrating cancer of the uterine cervix. 
They studied 1,900 cells of cervical smears from 50 
patients with cancer in situ and 520 cells of smears 
from 12 patients with infiltrating cancer. Each cell 
was measured and its nucleus and cytoplasm 
studied. The authors failed to demonstrate cells 
pathognomonic of cancer in situ, but the smear pat- 
tern of the intraepithelial carcinoma was distinctive. 
In all such cases, however, the diagnosis must be 
histologically confirmed. 


UNITED KINGDOM 


Estimation of Blood Glucose with Glucose Oxidase. 
—Glucose oxidase (notatin) specifically oxidizes 
B-glucose to gluconic acid with the formation of 
hydrogen peroxide. Middleton and Griffiths (Brit. 
M. J. 2:1525, 1957) applied this reaction to the rapid 
microestimation of glucose in blood and spinal fluid. 
Only 0.2 ml. of oxalated or heparinized blood or 
0.4 ml. of spinal fluid were required. This was de- 
proteinized with zinc sulfate and caustic soda, and 
the filtrate treated with a buffered solution of glu- 
cose oxidase, peroxidase (obtained from horse rad- 
ish), and orthotolidine. The peroxidase liberates 
oxygen from the hydrogen peroxide formed in the 
reaction, and the orthotolidine was oxidized to a 
blue colored compound, which could be estimated 
colorimetrically. Glucose solutions of known com- 
position were used as standards. The intensity of 
the blue coloration was linearly related to blood 
glucose values up to at least 400 mg. per 100 ml. 
The enzyme method gave the true glucose content 
of the fluid analyzed as the method is specific for 
glucose only. The other methods in use for estimat- 
ing glucose, depending on the reduction of copper 
salts, give positive reactions with such substances as 
fructose, amino acids, and glutathione. Copper- 
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reduction methods therefore give higher results. 
By the new glucose-oxidase method, the normal 
fasting blood glucose level is from 50 to 90 mg. per 
100 ml., which, after glucose is taken by mouth, 
rises to a maximum of about 160 mg. per 100 ml. in 
normal subjects (180 mg. per 100 ml. by copper- 
reduction methods ). 


Examination of Sputum in Chronic Bronchitis.— 
Brumfitt and co-workers (Lancet 2:1306, 1957) ex- 
amined the sputum of 69 patients with chronic 
bronchitis by simultaneous culture of sputum and 
bronchial and throat swabs. The patients were di- 
vided into two groups; one of 42 with no history of 
chronic productive cough, little sputum, and normal 
bronchoscopic appearances; the other of 27 with a 
history of chronic productive cough of over a year’s 
duration, and exacerbations associated with fever 
and an increase of pus in the sputum. Bronchoscopy 
of this second group showed that 14 had uncom- 
plicated chronic mucopurulent bronchitis, 8 had 
distortion or obstruction of bronchi, and 5 had bron- 
chiectasis. Swabs were taken from the throat and 
through a bronchoscope, and morning specimens 
of sputum were collected. In the 42 patients with 
no abnormality of the bronchial tree, bronchial 
swabs produced no growth on culture, confirming 
the view that in health the bronchi are sterile. Or- 
ganisms commonly regarded as pathogens were, 
however, cultured from the sputum in 24 of these 
patients. The same organisms were usually present 
in the throat. Organisms were found in the bronchi 
of many patients with bronchial lesions. Hemophi- 
lus influenzae was the commonest, followed by 
pneumococci, coliform organisms, and £-hemolytic 
streptococci. In only two instances were organisms 
present in the bronchi but not recovered in the 
sputum. Organisms present in the sputum were not 
necessarily recovered from the bronchi, and _ this 
discrepancy was most marked in the case of pneu- 
mococci. There was a much closer degree of corre- 
lation between sputum and bronchial swab culture 
when the organism was absent from the throat. 
Sputum from the throat was often contaminated by 
those organisms generally regarded as pathogens, 
and therefore reliance on this examination may give 
an inaccurate indication of bronchial infection. 


Phenoxybenzamine for Chilblains.—The Research 
Committee of the Scottish division of the College 
of General Practitioners organized a clinical trial on 
the effect of phenoxybenzamine on chilblains (Brit. 
M. J. 2:1521, 1957). This sympatholytic drug re- 
verses the vasoconstrictor action of the sympathetic 
nervous system. A trial was made on 128 patients, 
half of whom received lactose, in capsules, the other 
half being given 10-mg. capsules of phenoxybenza- 
mine, the dose the first week being one capsule a 
day, the second week two capsules daily, and the 
third week three capsules daily. If cure had been 
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achieved at the end of the fourth week, treatment 
was continued with the same substance until the 
end of the chilblain season or until the patient de- 
faulted. Of the 128 patients who took part in the 
trial only 62 completed the course. Undesirable side 
effects resulted in nine withdrawing from the trial. 
The impression was confirmed that chilblains are 
more common in females than males, and that old 
people rarely suffer from them, Phenoxybenzamine 
had a highly beneficial effect in the treatment of 
chilblains, but undesirable side-effects, such as diz- 
ziness, paresthesia, tachycardia, lethargy, and nasal 
congestion, occurred in 22 of the 59 patients who 
received phenoxybenzamine, an incidence of 36%. 


Unusual Transmission of Hemophilia.—Wilkinson 
and co-workers (Brit. M. J. 2:1528, 1957) reported 
the case of a hemophilic family in which the disease 
had been inherited as a sex-linked recessive char- 
acter but had deviated from the usual pattern in the 
most recent generation. Records of the family were 
available through six generations, and the authors 
had the opportunity of examining the fourth, fifth, 
and sixth generations repeatedly. First cousins in 
the fourth generation married, one being a hemo- 
philic male and the other a female carrier. Of their 
six children, two were hemophilic females and none 
of the sons of the latter inherited the disease. In the 
sixth generation there were two hemophilic females, 
who were the children of the two female hemophil- 
ics of the fifth generation and normal males. The 
occurrence of hemophilia in the two females in the 
last generation was believed to be due to a muta- 
tion of the other X-chromosome, resulting in a 
homozygous female. Another explanation is that 
the hemophilic trait in these girls has assumed a 
dominant character instead of being recessive. 


Epidemiology in General Practice.—Dr. J. Fry 
(Brit. M. J. 2:1453, 1957) reported a five-vear sur- 
vey of the work in his practice. The average num- 
ber of visits per vear was three and three-tenths 
per patient on his list. There were six visits by 
females for every five visits by males. The young, 
with seven and one-half visits annually per patient, 
and the old, with six and one-tenth visits, required 
the most attention. Fry was consulted by almost 
75% of his patients during a year, and over the five 
vears 91% of those on his list were seen by him. 
He stressed the importance of having full radiologic 
and pathological facilities available. In any one 
vear an average of 13.5% of the patients were re- 
ferred for investigations, a further 7.8% for outpa- 
tient hospital consultations, and 0.7% for emergency 
hospitalization. Respiratory diseases were the most 
commonly seen diseases in the practice, making 
30% of the total. Next in order of frequency were 
digestive diseases (12%), skin disorders (10%), 
psychoneuroses (8.5%), “rheumatism” (6.5% ), and 
cardiovascular disorders (6% ). 
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Children tended to grow out of their coughs, 
colds, sore throats, and earaches at the age of 7 or 8. 
Symptomless hypertension, which occurred in 13% 
of all patients over 40, was twice as common in 
women as in men. No specific therapy was given for 
this. Indeed, hypertension was so frequent and so 
symptomless that Fry doubts if it is abnormal in 
many elderly patients. Acute otitis media and ton- 
sillitis were noted to be largely diseases of children 
with a peak at 5 ta 9 years. There was a male pre- 
ponderance of 3:2 in the patients with chronic 
bronchitis, which affected 22% of those over 70. 
The fact that the incidence rose with age suggests 
either a cumulative response to some irritating fac- 
tors or a degenerative condition. Peptic ulcer was 
four times as frequent in men as in women. There 
was a peak incidence in gastric ulcer at ages 40 to 
50, and a peak in duodenal ulcer between ages 30 
and 40. Of all peptic ulcer patients 21% underwent 
operation. Fry considers that migraine, with an in- 
cidence of 2% in males and 4.5% in females, is a 
psychosomatic disorder. In males the rate shows a 
fairly constant level of 2% from age 20 onwards, 
but in females, who account for two-thirds of the 
cases, there is a definite peak of 8.5% at 30 drop- 
ping to 5.5% at 60. 


Absorption of [ron-Dextran Complex.—Evans and 
Ramsey (Lancet 2:1192, 1957) studied the metab- 
olism of iron-dextran, a parenterally given prepa- 
ration of iron, labelled with radioactive iron (Fe *"). 
Material with an activity of 4 microcuries per milli- 
liter and a total iron content of 50 mg. per milliliter 
was prepared. Radioactivity at this level is not dan- 
gerous to tissues or gonads. The Fe°’-dextran was 
given intramuscularly into the buttock, sometimes 
on one side and sometimes on both sides to compare 
absorption at the two sites. The injection was de- 
posited either as a single pool, or in three adjacent 
pools to compare absorption rates. Observations 
were made with a scintillation counter at intervals 
over the injection site and other various organs 
such as the liver and spleen. The rate of absorption 
of the Fe *’-dextran from the buttocks was the same 
for either side, and for single pool and three-pool 
injections. In the first three days 50 to 60% of the 
iron had left the site of injection, as judged by loss 
of radioactivity from the latter. After the first 10 
days the absorption rate was much reduced, eventu- 
ally falling to a rate of decrease of 0.1 to 0.33% a 
day. There was a striking uptake of iron by the liver 
and spleen, reaching a peak in 10 to 20 days. Re- 
corded activity over the areas examined continued 
to diminish at a reduced rate for as long as six 
months. The plasma Fe’ content reached a maxi- 
mum in 30 hours with a subsequent decrease. The 
rate of appearance in the blood confirmed a lym- 
phatic route of absorption from the intramuscular 
site. 
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NIACIN (NICOTINIC ACID) AND 
SERUM CHOLESTEROL 


To the Editor:—Hofter, Stephen, and I have re- 
ported that niacin (nicotinic acid) in large doses 
(1 Gm. or more per 50 Ib. of body weight ) lowers 
the level of serum cholesterol in normal humans 
and in patients (Arch. Biochem. 54:558-559 [Feb. ] 
1955). Also, in rabbits normal or artificially raised 
serum cholesterol level can be lowered by large 
doses of niacin, and the well known experimental 
cholesterol atherosclerosis inhibited (Altschul: 
Ztschr. Kreislaufforsch. 45:573-576 [Aug.] 1956; 
Merrill and Lemley-Stone: abstracted, Circulation 
16:915-916 [Nov.] 1957). The effect of large niacin 
doses on the serum cholesterol level in humans has 
been confirmed and elaborated by others (Parsons 
and co-workers: Proc. Staff Meet. Mayo Clin. 
31:377-390 [June 27] 1956; Achor and co-workers: 
abstracted, Circulation 16:499-500 [Sept.] 1957; 
Parsons and Flinn: J. A. M. A. 165:234-238 [Sept. 
21] 1957; O'Reilly and co-workers: A. M. A. Arch. 
Int. Med., to be published) with numerous cases 
now being treated for more than two years. Wheth- 
er or not this lowering of serum cholesterol level 
is influencing the course of arteriosclerosis can only 
be established later. 

The antipellagra vitamin in such unusually high 
doses may seem to the clinician a strange and hap- 
hazard choice for the treatment of arteriosclerosis, 
the more so as nicotinamide, likewise effective in 
pellagra, has no influence on serum cholesterol. 
I believe that “though this be madness yet there is 
method in’t” and therefore wish to report here on 
the steps which led us to the use of large doses of 
niacin in the study of treatment and prevention of 
arteriosclerosis. 

In 1946 (Arch. Path. 42:277-284 [Sept.] 1946) 
and later, I reported that heating of pure choles- 
terol or of egg yolk prior to feeding it to rabbits, 
increases the intensity of atherosclerosis. The pos- 
sible explanation was that the chemical or physical 
state of pure cholesterol or of that contained in 
yolk had been changed. To clarify these problems, 
I gave oxidized or dehydrated cholesterol deriva- 
tives (7-ketocholesterol, cholestenone, cholestere- 
lene) to animals, but contrary to expectation no 
atherosclerosis was elicited. These negative results 
led to a new series of experiments. which showed 
that ultraviolet irradiation of pure cholesterol or of 
yolk decreases their atherogenity in rabbits. There 
can be little doubt that by this procedure the sub- 
stances have been oxidized. Also a crude treatment 
of cholesterol with hydrogen peroxide markedly 


decreased its atherogenity in rabbits (Altschul: 
Selected studies on Arteriosclerosis, Springfield, 
Ill., Charles C Thomas, Publisher, 1950). The 
same was found when wet cholesterol was “pre- 
treated” with x-rays (Altschul: unpublished data ), 
whereby it was likewise oxidized. In the next ex- 
perimental series, rabbits, receiving cholesterol by 
mouth, were irradiated repeatedly with ultraviolet 
and the experimental atherosclerosis was thereby 
inhibited (Altschul: New England J. Med. 249:96- 
99 [July 16] 1953). In a highly significant number 
of patients with various diseases, ultraviolet irradi- 
ation in strong single doses or in repeated doses of 
increasing intensity brought about a highly signifi- 
cant reduction in serum cholesterol (Altschul: 
Geriatrics 10:208-212 [May] 1955; Paolantonio, Atti 
Accad. med. chir. Perugia 5:453-462, 1953-1954), 
which may be explained by an increase of oxidative 
processes in the body. Also oxygen inhalation de- 
creased the serum cholesterol of numerous patients 
(Altschul and Herman: Letters to the Editor, Arch. 
Biochem. 51:308-309 [July] 1954) and, if applied 
systematically, inhibited cholesterol atherosclerosis 
in rabbits ( Altschul: Ztschr. Kreislaufforsch. 44:129- 
132 [Feb.] 1955). These observations agree well 
with the view that an adequate oxygen metabolism 
is required for preventing the development or ar- 
resting the progress of arteriosclerosis ( Hueper: 
Medicine 20:397-422 [Dec.] 1941). 

Another way to enhance oxidative processes in 
the body could be to stimulate the action of respi- 
ratory enzymes. For this purpose we tried niacin, 
which is a prosthetic group in the respiratory co- 
enzymes | and 2. Its ingestion increases the con- 
centration of these co-enzymes in the blood of 
normal humans and of patients (Best and Taylor: 
Physiological Basis of Medical Practice: A Text in 
Applied Physiology, Baltimore, Williams & Wilkins 
Company, 1955). Small doses, used by many work- 
ers to treat vascular disorders, have no effect on 
serum cholesterol. Hoffer, Osmond, Callbeck, and 
Kahan (J. Clin. & Exper. Psychopath. 18:131-158 
[April-June] 1957) had found that very large doses 
of niacin, given for early treatment of schizophre- 
nia, had no toxic effect, and therefore we introduced 
this treatment for hypercholesteremia. Whether or 
not our reasoning was correct is still not decided; 
the fact is that, as shown in the various reports 
cited before, large doses of niacin are a fairly re- 
liable means for decreasing hypercholesteremia. 


M.D. 
Laboratory of Gerontology 
University of Saskatchewan 
Saskatoon, Canada. 
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SERENDIPITY 


To the Editor:—In view of the references to seren- 
dipity in the articles by Compere (page 2070 
and Golin (page 2084) in the Dec. 12 issue of THE 
JournaL, it may be of interest to supplement 
Compere’s definition of the word. Webster's New 
International Dictionary (unabridged), as quoted 
by Compere, states that serendipity is “the gift of 
finding valuable or agreeable things not sought 
for.” However, it continues: “A word coined by 
Walpole, in allusion [as he says in a letter of Jan. 
28. 1754 (“Letters of Horace Walpole” )] to a tale, 
‘The Three Princes of Serendip, who in their trav- 
els were always discovering, by chance or by sagac- 
ity, things they did not seek.” Serendib (sic) is 
defined elsewhere in the same dictionary as the 
archaic name for Ceylon. The word “serendipitous- 
ly” is used by Carl A. Moyer in his monograph 
“Fluid Balance, a Clinical Manual” (Chicago, 
Year Book Publishers, Inc., 1952, chap. 1, p. 22) 
describing Sellards’ work with alkalies in cholera, 
reported in 1910. It is important to note that sagac- 
ity as well as chance is included in the definition, 
as was stressed by Golin in Medicine at Work. 


Pierre SALMON, M.D. 
115 St. Matthews Ave. 
San Mateo, Calif. 


MUNCHAUSEN’S SYNDROME 


To the Editor:—The excellent report of Dr. John S. 
Chapman on Munchausen’s syndrome published in 
the Oct. 26, 1957, issue of THe JouRNAL helped us 
to recognize the same patient in time and avoid the 
difficulties and the problems that this patient caused 
in so many other institutions. 

Mr. Leo Lamphere came to our emergency room 
about 2 p.m. complaining of chest pain, coughing 
up blood, and pains of both legs. He claimed that 
on his way from Indianapolis to Cleveland he had 
stopped and worked for two days loading bales of 
hay. While working he sustained several puncture 
wounds from the wires used to tie the bales of hay, 
but he said he continued to work because he had to. 
His history was convincing and he was promptly 
admitted to the medical service, where he was found 
to have signs of superficial phlebitis of both legs 
and was coughing up blood. The diagnosis of throm- 
bophlebitis with pulmonary embolism was tenta- 
tively made, and it was only later that we suspected 
this patient to be the same one described by Chap- 
man. We immediately checked the description of 
his physique and incisional scars given in THE 
JourNnaL and they matched our patient. By this 
time the patient had become aware that we sus- 
pected something and he volunteered that he had 
a twin brother of the same physique who had been 
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on the West Coast and had undergone surgery in 
several hospitals. On further questioning, however, 
he claimed that had not seen his brother, that he 
did not know where he was, and he then ended up 
by saying “I don’t know what business it is of yours 
to ask so many questions about my brother, I am 
the one who needs care and if you can't help me 
I am going to leave.” About one hour later he signed 
himself out, although we asked him to stay in spite 
of the fact that we knew who he was. We called 
all the major hospitals in Cleveland and alerted 
them about him but apparently he did not stay in 
town. 

In closing, | would like to recommend to every- 
one the informative, well-written report of Chap- 
man, because it will help to recognize Mr. Lamphere 
wherever he may appear next. 


Aristipes Goustos, M.D. 
City Hospital 

3395 Scranton Rd. 
Cleveland 9. 


To the Editor:—Since the peregrinating problem 
patient with Munchausen’s syndrome was described 
in the Oct. 26, 1957, issue of THe JourNnaL, I have 
received additional information about his activities. 
At the time the article was published, the patient 
was at Johns Hopkins Hospital receiving an intra- 
venous heparin drip for presumed pulmonary in- 
farction. The patient was being considered for 
inferior vena cava ligation and the patient did not 
indicate that he had already had this procedure. The 
bilateral thrombophlebitis was present as usual and 
his behavior was as dramatic at Johns Hopkins as 
it had been in the numerous hospitals described in 
the article. The man was recognized by a medical 
student who had read the article in THE JOURNAL. 
Transfer to the Maryland State Mental Hospital was 
arranged, but the patient was discharged from that 
institution. He hitchhiked west but was recognized 
in South Bend, Ind.; Minneapolis; Rochester, Minn.; 
Harrisburg, Pa; and Cleveland, in that order. The 
patient was unable to stay more than a few hours 
at any of these hospitals. When it became evident 
that the doctors recognized him, he became sus- 
picious and left. I have received additional letters 
which disclose the whereabouts of the patient dur- 
ing most of the time unaccounted for since he left 
Iowa in 1954. All of this time was apparently spent 
in hospitals in such far-flung places as Oregon, New 
Mexico, Maine, and Washington, D. C. There was 
apparently a narcotics conviction in New York and 
a month or so spent in jail in New Jersey. 

The patient continues to give various fantastic 
explanations for the abdominal scars. The numerous 
needle puncture sites he explains are caused by 
baling wire injuries. The most likely method by 
which this man produces hemoptysis seems to be 
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by needling his own veins, holding the blood in his 
mouth, and expectorating it at some convenient and 
dramatic time. If anyone observes the patient’s de- 
vice for producing bleeding, I would welcome the 
information. 

This man remains as much a problem to society 
and the medical profession as ever. There is no 
immediate end in sight to his peregrinating activi- 
ties. The most reasonable disposition would seem 
to be permanent custodial care in a mental hospital. 


Joun S. M.D. 
Department of Internal Medicine 
State University of lowa 

lowa City. 


BRONCHITIS AND EMPHYSEMA 


To the Editor:—In the article by Edgar Mayer and 
Israel Rappaport, “Bronchitis and Emphysema,” 
which appeared in the Nov. 9 issue of THE JOURNAL, 
page 1227, novel ideas were presented on the physi- 
opathology of bronchitis and emphysema. The 
authors have a theory that bronchiolitis and not 
bronchitis is of importance in the development of 
emphysema. Laennec’s concept of obstructive em- 
physema they believe to be purely functional. They 
state that there is no factual evidence of broncho- 
spasms in asthma, bronchitis, or emphysema, nor 
any morphologic evidence of actual obstruction of 
the bronchial tree in these conditions. 

Any reference to obstruction in emphysema in 
the following remarks should be construed as a 
partial bronchial obstruction. Complete obstruction 
results in atelectasis, partial obstruction in emphy- 
sema. 

The obstruction in asthma has generally been 
attributed to turgescence of the mucous membrane, 
bronchospasm, and mucous secretion. Turgescence 
or edema of the mucous membrane is a common 
phenomenon, particularly in allergic conditions, and 
may be considered a morphologic change which 
contributes to bronchial obstruction. 

As to the disputed bronchospasms, it is well 
known that the muscles of the bronchi are capable 
of constricting the bronchial tree. In anaphylaxis, a 
condition resembling an asthmatic attack, not only 
is bronchospasm present but also an acute emphy- 
sema. Other evidence of bronchospasm in asthma is 
the benefit derived from the administration of epi- 
nephrine, which has the property of relaxing the con- 
tracted bronchial muscles. Another benefit derived 
from epinephrine is the decongestion of the swollen 
mucous membrane. 

The diminished caliber of the bronchi in asthma 
is diminished still further by the increased intra- 
thoracic pressure during expiration. The forced ex- 
piration undoubtedly causes considerable distention 
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of the alveoli but is probably not responsible for 
rupture of the alveolar septa and bleb formation. 
The role of cough has, I believe, not been given 
the consideration it deserves in emphysema, a dis- 
ease in which spasmodic coughs are an important 
feature. There is a tremendous pressure exerted on 
the alveolar walls during cough. During forced ex- 
piration the pressure is rarely more than 15 mm. Hg 
measured with the needle in a pneumothorax. With 
forced coughing, however, the intrathoracic pres- 
sure may measure anywhere from 50 to 120 mm. 
Hg. It is not difficult to imagine that such severe 
pressure in the alveoli could result in the rupturing 
of the septa and in bullae and bleb formation. 

As to the cause of the atrophic changes in the 
alveolar walls in emphysema, we must agree with 
Mayer and Rappaport that further studies are nec- 
essary to determine this. An attracive theory, to me, 
at least, is that it is due to the disturbance in the 
local circulation, a result of the tremendous pres- 
sure exerted on the pulmonary vessels. 


Kaunrtz, M.D. 
300 Central Park West 
New York 24. 


PHYSICIANS’ CHORAL GROUP 


To the Editor:—In the Dec. 28, 1957, issue of Tue 
JouRNAL, page 2221, the article in the Leisure Cor- 
ner entitled “Choral Singing” states “. . . there prob- 
ably are no choral groups made up entirely of 
doctors.” I should like to correct this statement. The 
Doctors’ Chorus of the Essex County Medical So- 
ciety is a living, functioning, and dynamic group. 
We have been in existence for over 10 years. Our 
chorus sang before the American Medical Associa- 
tion Convention in Atlantic City in 1949. We sang 
before the New Jersey State Medical Society annual 
meetings in 1948, 1950, and 1953, and before the 
American Gastroenterological Society Annual Meet- 
ing in 1950. We participated in the Jamboree of the 
Associated Male Choruses of America in 1955 and 
1956. We appeared on television on a national hook- 
up during the annual Telethon sponsored by the 
Foundation for Arthritis and Rheumatism. So far, 
we have made three successive annual appearances 
(1955, 1956, 1957). In addition to the aforemen- 
tioned concerts, we sang for the Y.M.C.A., held 
annual Christmas concerts, and have held annual 
benefit concerts since our inception for the Service 
for the Chronically I] (Chr-Ill) of Essex County, 
N. J. To date, we have contributed more than 
$12,500 to this latter cause. 


ARTHUR J. STaTMaN, M.D. 
President, The Doctors’ Chorus 
Essex County Medical Society 
Newark, N.J. 
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Changes in Serum Glutamic Oxalacetic Transami- 
nase in Patients with Diseases of the Heart, Liver 
or Musculoskeletal Systems. C. B. Moore, R. Birch- 
all, H. M. Horack and H. M. Batson. Am. J. M. Se. 
234:528-537 (Nov.) 1957 [Philadelphia]. 


A total of 1,284 serum transaminase determina- 
tions were performed serially on 173 patients with 
diseases of the heart, liver, musculoskeletal system, 
or other organs, and single isolated determinations 
were made on 100 normal persons. Henley and 
Pollard’s method, with 1 slight modification, was 
used and was found to be inexpensive, accurate, 
and simple. The results obtained in patients with 
diseases of the heart were of significant clinical 
value in early recognition of necrosis of the myo- 
cardium in those seen for the first time with sub- 
sternal pain whose electrocardiogram (a) showed 
only left bundle branch block; (b) was not diag- 
nostic, and either an intramural or a subendocardial 
infarction was suspected; (c) failed to show a pat- 
tern characteristic of myocardial infarction, which 
served as a clear indication of the need for addi- 
tional leads with the use of an exploring electrode; 
and (d) failed to show an infarct because it was 
located in a region inaccessible to the standard, 
commonly used exploring electrodes. Serum trans- 
aminase determinations also made possible early 
recognition of myocardial necrosis in localities in 
which competent electrocardiographic §interpreta- 
tion was not immediately available or in which the 
exact interpretation of an atypical electrocardio- 
gram was in doubt. Extension of an infarction was 
occasionally detected during observation and treat- 
ment of a patient. Differentiation of acute myo- 
cardial infarction, acute coronary insufficiency, and 
angina pectoris was made possible. The serum 
transaminase test confirmed the clinical impression 
that thoracic pain was of extracardiac origin in 
some patients. 


The place of publication of the periodicals appears in brackets pre- 
ceding each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zation and by individuals in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed “Library, American Medical Association.” Periodical files 
cover 1949 to date only, and no photoduplication services are available. 
No charge is made to members, but the fee for others is 15 cents in 
stamps for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicals pub- 
lished by the American Medical Association are not available for lending 
but can be supplied on purchase order. Reprints as a rule are the 
property of authors and can be obtained for permanent possession only 
from them. 


In patients with diseases of the liver, the serum 
transaminase determinations were of significant aid 
in differentiation of obstructive jaundice from 
hepatocellular jaundice, in determining the pres- 
ence of activity in parenchymal disease of the liver, 
in showing relief of obstruction of the common 
bile duct, and in providing strong evidence that 
there was no metastasis to the liver in a patient 
with known carcinoma in other organs. Differentia- 
tion of dermatomyositis from other collagen dis- 
eases was made possible in patients with diseases 
of the musculoskeletal system. The hitherto unre- 
ported observation was made that the serum trans- 
aminase level was elevated in patients with gout 
and in patients with other causes of hyperuricemia 
(myocardial infarction, leukemia, and polycythemia 
vera). There is apparently no direct relationship 
between the serum transaminase level and the 
blood uric acid levels, but this aspect of the prob- 
lem requires further studies. 


The Accuracy of Diagnosis of Myocardial Infarc- 
tion: A Clinicopathological Study. B. C. Paton. Am. 
J. Med. 23:761-768 (Nov.) 1957 [New York]. 


Of 1,075 patients who had been admitted with a 
clinical diagnosis of myocardial infarction to the 
Royal Infirmary in Edinburgh, Scotland, in 1954 
and 1955, 247 died, giving a mortality rate of 24%. 
Autopsy was performed in 214 patients, but the 
diagnosis of myocardial infarction was confirmed 
in only 118. Myocardial infarction was revealed by 
autopsy in 52 patients in whom it was unsuspected 
clinically. The accuracy rate in the diagnosis of 
myocardial infarction thus was surprisingly low, 
i. e., only 44%. The major diagnostic errors oc- 
curred in patients who died suddenly or presented 
symptoms in an atypical way. A greater awareness 
of the possibility of underlying myocardial infarc- 
tion in elderly patients with unexplained heart 
failure or pleural effusions, in those with cerebro- 
vascular accidents, and in patients whose condition 
inexplicably deteriorates after operation might lead 
to a decrease in diagnostic errors. 

About 50% of sudden deaths are due to myo- 
cardial infarction; anyone who dies suddenly, hav- 
ing given previous clinical or electrocardiographic 
evidence of coronary artery disease, is almost cer- 
tain to have died from this cause. The electro- 
cardiographic diagnosis of recent myocardial in- 
farction is accurate, and a clinical diagnosis alone, 
without electrocardiographic corroboration when 
this is available, is no longer justifiable. 
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Long-Term Follow-Up of Patients with Healed 
Bacterial Endocarditis. B. Hall. Ann. Int. Med. 
47:880-888 (Nov.) 1957 [Lancaster, Pa.]. 


Eleven female and 6 male patients, between 13 
and 56 years of age, who were considered bac- 
teriologically cured of bacterial endocarditis were 
discharged from the hospital and followed up for 
periods up to 10 years. The patients were treated 
with penicillin; 9 were given penicillin for 30 days, 
6 for 31 to 61 days, and 2 for 97 and 211 days 
respectively. Two patients received streptomycin 
in addition to penicillin, and 15 received penicillin 
alone with or without such agents as p-aminoben- 
zoic acid or carinamide. Seven patients died with- 
in 6 months to 6 years after cessation of antibiotic 
therapy; 4 died of congestive heart failure, 1 of 
coronary heart disease, 1 of pulmonary tubercu- 
losis, and 1 of postoperative shock several hours 
after thoracotomy for attempted repair of a con- 
genital malformation of the heart. Thus 5 patients 
died of disease of the heart and 2 of noncardiac 
conditions. Four of the 5 patients who subsequently 
died of heart disease were noted to have aortic 
regurgitation at the time of discharge after treat- 
ment for bacterial endocarditis. 

The 10 living patients were followed up for 6 
to 10 years. Only 3 of these were noted to have 
aortic regurgitation at the time of treatment for 
bacterial endocarditis, and only 1 of these 3 showed 
cardiac enlargement. Six of the 10 surviving pa- 
tients showed evidence of symptomatic deteriora- 
tion, with slight limitation of activity in 5 and mod- 
erate disability in 1. Three of the 6 had aortic 
regurgitation at the time of hospitalization, but 
none of the 4 survivors who were symptomatically 
unchanged on follow-up examinations had such a 
valve lesion. These data are in agreement with 
those of other workers and show that some patients 
with healed bacterial endocarditis, particularly if 
they do not have lesions of the aortic valve, may 
survive for as long as 10 years with no symptoms 
referable to the heart. Healed bacterial endocarditis 
must now be considered in the differential diag- 
nosis of mitral regurgitation and of aortic regurgi- 
tation. 


The Cardiac Pacemaker: Its Use for More Than 
Seven Months in One Patient. A. Jackson, R. You- 
mans, H. McCaughey and others. J. Kansas M. Soc. 
58:735-738 (Nov.) 1957 [Topeka]. 


A patient was kept alive through the use of the 
cardiac pacemaker for more than 7 months. This 
is thought to be the longest period of time over 
which the device has been effective. The electro- 
cardiogram on admission showed a complete heart 
block, and a subsequent electrocardiogram re- 
vealed a heart rate of 100 beats per minute, left 
bundle branch block with a prolonged PR interval, 
left ventricular preponderance, and marked depres- 
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sion of the ST segments in leads V, through Vg. 
The use of the cardiac pacemaker was instituted 
in order to contro] the episodes of ventricular asys- 
tole which were previously controlled in such in- 
stances by the intravenous administration of epi- 
nephrine. Early in his hospital course the patient 
was free from attacks of ventricular asystole for 
periods of as long as 15 days. Between episodes the 
patient appeared normal. The increasing frequency 
of attacks of ventricular asystole with convulsions 
required that the pacemaker be used continually. 
The patient learned to operate the instrument, fre- 
quently turning it on himself when he felt the 
onset of the attack. Digitalization was performed, 
and atropine and Pronestyl hydrochloride were ad- 
ministered without noticeable change in the pa- 
tient’s condition. During the last few weeks of 
hospitalization, he required continuous use of the 
pacemaker because of the frequency of episodes 
of ventricular asystole (10-15 per day). 

The patient developed numerous minor burns at 
the site of application of the chest electrodes; these 
were treated by topical application of gentian 
violet. Later, it was necessary to increase the volt- 
age in order to obtain a heart beat. Despite the 
increased voltage, the patient began to have re- 
peated heart block and finally died. Autopsy re- 
vealed an enlarged, flabby heart, weighing 510 
Gms., which exhibited left ventricular hypertrophy 
of unknown etiology. This finding was generally 
compatible with the more seriously considered 
conditions (idiopathic myocarditis and idiopathic 
ventricular hypertrophy) in the differential diag- 
nosis. The paeemaker was used according to the 
technique described by Zoll and was considered 
effective inasmuch as it produced a_ ventricular 
ectopic contraction which, although not a regular 
contraction of the ventricle through the normal 
atrioventricular conduction system, was capable of 
eliciting a contraction of the myocardium sufficient 
to eject blood from the ventricle into the peripheral 
circulation. 


Chronic Traumatic Aneurysm of the Thoracic 
Aorta: Report of Five Cases, with a Plea for Con- 
servative Treatment. I. Steinberg. New England J. 
Med. 257:913-918 (Nov. 7) 1957 [Boston]. 


Aneurysms of the thoracic aorta due to blunt 
traurna are likely to occur at the top of the descend- 
ing aorta just distal to the origin of the left sub- 
clavian artery and insertion of the ligamentum 
arteriosum. Sudden death may occur if all layers 
of the aorta rupture. If the tunica adventitia is 
spared, there is hemorrhage due to partial aortic 
rupture, producing a mediastinal hemotoma that 
tends to localize at the top of the aorta adjacent to 
the aortic knob and to form a chronic false aneurys- 
mal sac. The author presents a series of 5 cases of 
chronic traumatic aneurysms of the thoracic aorta 
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after chest injuries in automobile accidents. Ob- 
servations on these 5 patients indicate the likeli- 
hood of long survival after partial rupture of the 
thoracic aorta. Three of the patients were asympto- 
matic and gainfully employed for periods of 21 to 
27 years. One patient, who had been asymptomatic 
for 5 years, died after operation. Another patient 
has been under observation for 2 years since aortic 
rupture and has become asymptomatic; the 
aneurysm has not enlarged. In view of the asymp- 
tomatic status of 5 living patients with traumatic 
aneurysm, conservative medical treatment is recom- 
mended. The mere presence of an aneurysm is not 
an indication for operation. Surgery should be 
restricted to patients who require relief of symp- 
toms or have evidence of enlargement of an 
aneurysm. 


Polyradiculomyopathia in Transient Thyrotoxicosis. 
E. Birket-Smith and B. de F. Olivarius. Danish 
M. Bull. 4:217-219 (Oct.) 1957 (In English) [Copen- 
hagen]. 


The patient reported on with polyradiculomy- 
opathy presented signs of neurogenic affection and 
of muscle involvement developing concomitantly 
with a subacute thyroiditis. The thyrotoxic and 
neurological symptoms subsided spontaneously and 
simultaneously. The spinal hyperalbuminosis sug- 
gested localization in the radices, and the micro- 
scopic picture of the affected muscular tissue 
pointed to myositis. The thyrotoxicosis appeared 
from elevation of the protein-bound iodine, dispro- 
portion between the subfebrile temperature and 
the marked acceleration of the pulse rate, and 
hypertension. The spontaneous remission and rela- 
tively short duration of the thyrotoxic symptoms 
seem to justify the assumption that they depended 
on a subacute thyroiditis. A common infectious 
cause, presumably a virus, is assumed to have 
provoked subacute thyroiditis, polyradiculitis, and 
myositis. 


A Clinical Study of Chronic Noninfectious Thyroid- 
itis and Autoimmunization. J. R. Paine, K. Terplan, 
N. R. Rose and others. Surgery 42:799-813 (Nov.) 
1957 [St. Louis]. 


The serums of patients with and without thy- 
roiditis were tested for the presence of circulating 
antibodies against thyroid extract by the tanned 
cell hemagglutination technique as well as by 
precipitation tests. Due to the greater sensitivity 
of the hemagglutination test, all reported results 
are based on that method of examination. In 120 
patients hospitalized for a variety of conditions 
exclusive of thyroid diseases, no thyroid antibodies 
could be demonstrated. Antibodies were found in 3 
among 29 patients with thyroid disease other than 
thyroiditis. The serums of these 3 patients were 
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obtained following operation for recurrent exoph- 
thalmic goiter, malignant adenoma, and diffuse 
colloid goiter. Circulating antibodies were demon- 
strated in the serums of 5 of 20 patients diagnosed 
clinically as having some type of noninfectious 
thyroiditis, but not verified by histological exami- 
nation. Four of these patients had symptoms of the 
subacute or chronic nonspecific type of disease, 
and 1 had the clinical picture usually associated 
with Hashimoto's disease. Forty patients in whom 
sections of the thyroid were available for examina- 
tion were classified in 4 groups on the basis of 
histological study: (a) subacute thyroiditis (De- 
Quervain), 4; (b) struma fibrosa (Riedel), 4; (c) 
strtuma lymphomatosa (Hashimoto), 14; and (d) 
chronic nonspecific thyroiditis, 18. Circulating anti- 
bodies were demonstrated in some patients of each 
of these groups, except in those patients considered 
to have struma lymphomatosa. The greatest num- 
ber of positive reactions occurred in the group with 
chronic nonspecific thyroiditis. 

The following conclusions are drawn from these 
observations: 1. Patients with chronic noninfectious 
thyroiditis, usually classified as (a) subacute thy- 
roiditis (DeQuervain), (b) struma fibrosa (Riedel), 
and (c) chronic nonspecific thyroiditis show evi- 
dence of autoimmunization by some constituent of 
their own thyroid tissue. This substance is prob- 
ably thyroglobulin. 2. Circulating antibodies were 
demonstrated in the serums during the active phase 
of thyroiditis in most instances. 3. A period of 4 
weeks or more after the onset of symptoms seems 
to be required for circulating antibodies to reach a 
sufficient level to be detected by the hemagglutina- 
tion technique. 4. It is unusual to detect circulating 
antibodies 9 months or more after remission of 
clinical symptoms occurring spontaneously or in- 
duced by drugs or surgery. 5. No evidence has 
been found so far to associate struma lymphoma- 
tosa ((Hashimoto), as defined by a strict interpreta- 
tion of the histological picture, with an autoimmu- 
nization process. The authors feel that other 
diseases of unknown etiology should be reappraised 
from the viewpoint of autoimmunization, 


Diffuse Pulmonary Endoalveolar Microlithiasis. 
A. Gaudieri and M. Magliaro. Riforma med. 71: 
1017-1019 (Sept. 7) 1957 (In Italian) [Naples]. 


Diffuse pulmonary endoalveolar microlithiasis is 
a rare disease characterized by a large amount of 
in‘ra-alveolar microscopic stones throughout the 
lungs. The lungs are enlarged, heavy, and stony 
hard. There is a complete absence of symptoms. 
The euthors report on a 22-year-old woman whose 
routine chest roentgenologic examination revealed 
density in the middle part and at the bases of both 
lungs. The subclavian section was mottled with 
diffuse small areas of density, which gave the ap- 
pearance of minute nodules of calcium in the walls 
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of the alveoli. The patient had a good color and 
appeared in good health. The respiration rate was 
22 per minute, and there was a normal, painless 
resistance to compression of the chest wall. The 
percussion was normal over Kronig’s area, but 
there was a diminished percussion resonance over 
the pulmonary section at the level of the 10th 
thoraci¢ vertebra. The patient claimed to have no 
symptoms, was afebrile, and admitted to only slight 
shortness of breath on strenuous exertion. 

A common causative factor for this condition is 
unknown. The authors conjecture that diffuse pul- 
monary endoalveolar microlithiasis is an inflamma- 
tory reaction to a variety of insults. The endoalve- 
olar exudate, which is not readily reabsorbed, may 
lend itself to organization and calcification. There 
is frequently association of diffuse pulmonary endo- 
alveolar microlithiasis with mitral stenosis and 
previous bouts of rheumatic fever. 


Pancreatic Islet Adenomatosis with Hypo :lycaemic 
Episodes. H. Garland. Brit. M. ]. 2:969-971 (Oct. 26) 
1957 [London]. 


The rare condition in which there is widespread 
diffuse adenomatosis of the pancreatic islet cells 
was first discovered by Lang in 1925. The revelant 
literature was reviewed in 1955 by Bickerstaff and 
others, who described the first case seen in Great 
Britain and the 7th in the world. The following 
case report was the first example of islet cell 
adenomatosis seen at the General Infirmary at 
Leeds and appears to be the second example in 
Great Britain and the 8th in the world. A 49-year- 
old school teacher suffered from “attacks” which 
started in 1949 and occurred about once a week 
but later became irregular with free periods of 
several months, although there were as many as 6 
attacks within a fortnicht. The attacks were all 
similar in pattern, usually occurred before lunch 
or in the evening, started with diplopia in all direc- 
tions, were associated with tingling about the lips, 
and were followed by cisturbances in consciousness 
which varied in severity from a lack of concentra- 
tion to drowsiness or sleep. The patient was never 
in an “unrousable” state and never had a convul- 
sion, althouch she was ofien thought to be drunk 
and always had total amnesia for the whole period 
except for the aura. Attacks did not occur in the 
fasting state, and the fasting blood levels were 
never below 60 mg. per 100 ml. An electroen- 
cephalogram taken during a second glucose toler- 
ance test showed a comparatively small amount of 
alpha rhythm in the parieto-occipital and temporal 
regions which was frequently interrupted by irreg- 
ular, diffuse, slow activity of mixed delta and theta 
frequencies and was indicative of cortical activity 
compatible with a hypoglycemic state. Laporatomy 
revealed, both to the naked eye and on palpation, 
a normal pancreas. Hemipancreatectomy, a pro- 
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cedure which had been agreed on in advance in 
the event of a normal pancreas, was performed. At 
the time of writing, the patient had had no attacks 
since the operation, and repeated blood-sugar esti- 
mations carried out at different times of the day 
have never been below 110 mg. per 100 ml. 


Thrombotic Thrombocytopenic Purpura: A Report 
of Three Cases. J. G. Sharnoff. Am. J. Med. 23:740- 
747 (Nov.) 1957 [New York]. 


The author reports on 3 women between 23 and 
40 years of age, with thrombotic thrombocytopenic 
purpura. One patient was white, and 2 were Ne- 
groes. All 3 died, and autopsies were performed. 
Megakaryocytes were observed in several organs, 
including the kidneys, pancreas, lymph nodes, and 
heart. Not only were the megakaryocytes observed 
in arterioles, as in the renal glomerular loops, but 
also as whole or fragmented megakaryocytes in the 
thrombotic lesions. The latter occurrence was most 
striking in the 23-year-old patient in whom throm- 
botic lesions with megakaryocytes were observed 
in the myocardium and in the alveolar wall vessels 
in the lungs. In the lungs, the megakaryocytes may 
disintegrate wholly or in part or they may pass 
intact through the pulmonary capillary bed and 
enter the peripheral circulation. Then, either as 
platelet masses, large fragments of megakaryocytes, 
or intact megakaryocytes, the typical thrombotic 
lesions are formed at the arteriolar-capillary junc- 
tions. 

A “leukemoid” reaction in the peripheral blood 
was observed in all 3 patients and in 17 of the 69 
patients with thrombotic thrombocytopenic pur- 
pura whose cases were collected from the literature. 
It consisted chiefly of the finding of nucleated 
erythrocytes, with occasional myelocytes, promyelo- 
cytes, and metamyelocytes. This finding suggests 
the possibility of a bone marrow stimulation as the 
basic causative factor, which may also account for 
the release of the me_akaryocytes from the mar- 
row. The process may well be a symptom rather 
than a disease cntity, since pulmonary megakaryo- 
cytosis occurs in patients with leukemia in whom 
thrombotic lesions also have been observed and in 
those with bacterial endocarditis, sepsis, and tuber- 
culosis. 

A left cervical lymph node was excised for biopsy 
in the third patient, who had an attack of severe 
apprehension and restlessness followed by con- 
fusion, disorientation, and screaming and_ asso- 
ciated with high fever, after her blood count had 
shown anemia. The typical thrombotic lesion, 
which was found in this lymph node, established 
the previous tentative diagnosis of thrombotic 
thrombocytopenic anemia. Thus, the possibility of 
diagnosis of this disorder by biopsy of a lymph 
node selected at random was confirmed. 
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Combined Drug Treatment of Grave Nonmalignant 
Hypertension. H. Stirup and A. Griiner. Ugeskr. 
leger 119:1298-1303 (Oct. 3) 1957 (In Danish) 
[Copenhagen]. 


Fifty-one patients with severe benign hyperten- 
sion, 42 belonging to Bechgaard and Hammar- 
strém’s group 3 and 9 to group 4, were treated for 
6 to 30 months. The antihypertensive agents applied 
were reserpine, Apresoline, and Ansolysen. A satis- 
factory fall in blood pressure is a fall in mean blood 
pressure of at least 20 mm. Hg to below 140 mm. 
Hg; the average fall in mean blood pressure in the 
26 patients with satisfactory response was 35 mm. 
Hg, corresponding to a fall from 240/120 to 165/105 
mm. Hg. In the 25 patients who showed unsatis- 
factory response the average fall in mean blood 
pressure was 17 mm. He. In 10 patients the satis- 
factory fall in blood pressure resulted from treat- 
ment with Serpasil alone, in 7 from Serpasil and 
Apresoline therapy, and in 9 from combined ther- 
apy with Ansolysen. Retinal hemorrhages and exu- 
dates disappeared in 14 patients regardless of the 
response. The electrocardiogram showed a decrease 
in the number of negative T deflections in the 
satisfactory response group. Albuminuria disap- 
peared in over half the patients, predominantly 
in the group showing satisfactory response. One pa- 
tient died from uremia, 1 had a stroke with hemi- 
paresis, and 2 withdrew from treatment. Neither 
coronary thrombosis nor congestive heart failure 
occurred. Forty-seven patients are still being 
treated. The purpose is to bring the blood pressure 
as nearly to normal as possible with the most favor- 
able combination of reserpine, Apresoline, and 
Ansolysen and to keep it down to a level productive 
of a way of life as nearly normal as possible. Ser- 
pasil had to be discontinued in 9 cases and 
temporarily in 6; Apresoline had to be discontinued 
in 10 cases, and Ansolysen in 3. 


Regional Enteritis: An Evaluation of the Present- 
Day Therapeutic Management. J. A. Bargen. Ann. 
Int. Med. 47:875-879 (Nov.) 1957 [Lancaster, Pa.]. 


The diagnosis of regional enteritis involving any 
portion of the small intestine from the duodenum 
to the cecum was made in 600 patients at the Mayo 
Clinic between 1912 and 1949. The disease was 
typified clinically by abdominal cramps, diarrhea, 
fever, loss of weight, anemia, and the formation of 
abdominal and perianal abscesses and fistulas. It 
occurred at the age of 4 years in 2 patients, be- 
tween the ages of 16 and 30 years in 336 patients, 
and after the age of 50 in only 36 patients. Re- 
gional enteritis is primarily a disease of young 
adults. Several facts must be kept in mind when 
one considers the type of treatment to be given a 
patient with this disease. Recurrences of the dis- 
ease after resection of the involved portion of the 
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bowel and extension of the disease without resec- 
tion are likely. The incidence of recurrences is 
much greater among young persons. Only 4 of the 
36 patients in whom the disease began after the 
age of 50 had recurrences later in life. 

Complications, such as fistulas and abscesses in 
the abdomen, perforation, obstruction, and the 
forming of large masses, are definitely surgical 
problems and must be so considered from the start. 
Patients without complications should be treated 
medically; they frequently improve strikingly as a 
result of the following regimen. The nature and 
chronicity of the disease, the possible outlook and 
the ultimate prognosis, and the reasons for med- 
ical therapy should be outlined to the patient. The 
treatment should be similar to that for any chronic 
debilitating infection, with certain specific modifi- 
cations designed for and applicable to this par- 
ticular condition. The diet should be high in pro- 
teins and free of fiber and irritants. Rest, both 
physical and emotional, is of considerable im- 
portance. Such drugs as_ salicylazosulfapyridine 
(Azulfidine), administered as for ulcerative colitis, 
have been helpful to an appreciable number of 
patients with uncomplicated regional enteritis. The 
properties of some of the tranquilizing drugs may 
solicit favor concerning the management of an 
inordinate amount of discomfort and abdominal 
cramps. Narcotic agents should be avoided because 
of the chronicity of the disease, although at times 
it may be necessary to resort to agents which have 
low addictive properties, such as levorphanol tar- 
trate (Levo-dromoran tartrate). The most important 
therapeutic adjunct in the treatment of this group 
of patients has been roentgen therapy administered 
in courses. The anterior part of the abdomen is 
divided into 4 fields, each about 15 by 15 cm. One 
field is treated each day with a dose of 150 r, the 
course for the 4 fields thus requiring 4 days. The 
technical factors employed are 250 kv. at a distance 
of 50 cm., with a half-value layer of 1 to 2 mm. of 
copper. Three such courses are administered to 
each patient a month apart. 

Another substantial group of patients includes 
those in whom the disease is much too extensive 
for an attempt at surgical resection. Secondary de- 
ficiency problems may develop in such patients, 
who may be victims of profound anemia, disturb- 
ance of growth and development, secondary arthri- 
tis, uveitis, and pyoderma. These patients are poor 
candidates for any form of therapy, but they too 
may be benefited by the program outlined for the 
patients without complications. In addition, it fre- 
quently is necessary to administer blood repeatedly. 
Steroids, judiciously administered, may bring about 
a marked favorable change. The 10-year survival 
rate, after the diagnosis of regional enteritis was 
made, was 81.1%, and most of the patients were 
maintained in a satisfactory state of health so that 


, 
4 


830 MEDICAL LITERATURE ABSTRACTS 


they were able to carry on their usual occupations 
and living activities. Complete regression of the 
disease occurred in some patients. 


Ambulant Long-Term Treatment of Arterial Hyper- 
tension with Reserpine (Serpasil) Alone or Com- 
bined with Ansolysen. A. Flachs, A. Frantzen and 
J. Rojel. Ugeskr. lager 119:1306-1310 (Oct. 3) 1957 
(In Danish) [Copenhagen]. 


In 8 patients with mainly a mild type of hyper- 
tension who were treated with Serpasil only there 
was an average fall in mean blood pressure of 30 
mm. Hg. In 14 patients with more severe hyper- 
tension, treatment with Serpasil alone had no effect. 
In 11 patients treated from the start with Serpasil 
and Ansolysen combined, an average fall in mean 
blood pressure of 32 mm. Hg resulted. Treatment 
with combined Serpasil and Ansolysen, given 9 of 
the 14 who did not react to Serpasil alone, resulted 
in an average fall in mean blood pressure of only 
15 mm. Hg; the diastolic blood pressure, however, 
became less than 110 mm. Hg in all patients. In 3 
cases grave complications occurred with administra- 
tion of Serpasil and Ansolysen combined. 


Treatment of Hypertension with Ganglion-Blocking 
Agents, Oxaditon, and Ansolysen. J. P. Clausen. 
Ugeskr. lager 119:1310-1313 (Oct. 3) 1957 (In Dan- 
ish) [Copenhagen]. 


Treatment of essential hypertension with gan- 
glion-blocking agents in moderate doses with atten- 
tion to the patient’s well-being and ability to work 
seems reasonable. Oxaditon and Ansolysen are 
equally effective. The latter, however, tends to 
exert a powerful effect from 2 to 4 hours after the 
morning dose given orally, and orthostatic hypo- 
tension with fainting is not uncommon. Thirty pa- 
tients with essential hypertension (7 men and 23 
women) were treated for an average of 9 months 
with an average daily dose of 1123 mg. of Oxaditon 
given orally and of 338 mg. of Ansolysen given 
orally. Good subjective and objective results were 
attained. Regression of retinopathy occurred in 4 
cases and reduction of heart volume in 2 cases. The 
electrocardiographic tracings were unchanged. Be- 
cause of its uniform action, Oxaditon is particularly 
suitable for ambulant treatment. There were no 
noteworthy side-effects. 


SURGERY 


Carcinoid of the Rectum. T. A. Lamphier and R. 
Ehrlich. A. M. A. Arch. Surg. 75:756-762 (Nov.) 
1957 [Chicago]. 


This paper adds to the literature 6 cases of car- 
cinoid of the rectum and discusses the role of 
serotonin in the diagnosis of carcinoid. By supple- 
menting endoscopic examination with the more 
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recent approach of determination of serotonin blood 
levels, the diagnostic armamentarium for detecting 
rectal carcinoid is vastly increased. A review of the 
literature reveals that 212 cases of carcinoid of the 
rectum have been reported up to the present date, 
and the 6 cases reported here brings the total to 
218. The problem as to whether or not carcinoid of 
the rectum is malignant remains debatable. The 
peculiar phlegmatic nature of carcinoid differs 
greatly from the adenocarcinoma. It is generally 
thought that, even in the 10% of cases of carcinoid 
of the rectum which result in metastases, it takes a 
much longer period for the disease to end fatally 
and that even in the presence of widespread ab- 
dominal metastases a patient may live for years. 
Carcinoid tumors arise from Kultschitsky cells, 
which are basigranular and located at the base of 
the crypts of Lieberkiihn. It has been stated that 
there is a similarity between the cells of these 
tumors and the cells of the adrenal gland. Stout 
demonstrated that those carcinoids which do not 
take a silver stain are derived from the same cells 
but are in the preenterochrome stage. Carcinoids 
occur wherever chromaffin tissue appears. 
Mattingly, in 1956, described the carcinoid as a 
new Clinical entity. It had been known simply as a 
tumor that may or may not become malignant un- 
til 1953, when Lembeck isolated at autopsy a large 
amount of 5-hydroxytryptamine from a carcinoid 
tumor. This substance was further identified as 
being identical with a vasoactive material called 
enteramine by Erspamer and serotonin by Rapport. 
This factor, derived from enterochromaffin tissue, 
has a definite effect on smooth muscle and blood 
vessels and produces bronchoconstriction. It has 
been shown that cardiac disease, i. e., lesions of the 
pulmonary and the tricuspid valves, develops in 
these patients. The large amounts of serotonin 
cause excretion in the urine of large amounts of 
5-hydroxyindoleacetic acid. The most characteristic 
lesion is “paroxysmal or persistent erythematous 
flushing of the skin predominantly of the face and 
neck.” During attacks, palpitation, tachycardia, and 
dizziness are common. The clinical features cf this 
syndrome are (1) gastrointestinal symptoms (ab- 
dominal pain and distress), (2) diarrhea, (3) weak- 
ness with weight loss and muscle atrophy, (4) 
paroxysmal flushing of skin (recurrent), (5) valvular 
heart lesions of the right side (pulmonary or tri- 
cuspid stenosis), and (6) nodular masses in the liver 
and pelvic masses on the right side. There were 2 
deaths among the 6 patients treated for carcinoid 
of the rectum by the authors. Carcinoid tumors of 
the rectum are usually asymptomatic and are found 
on routine examination, situated more frequently 
on the anterior wall, as small, hard, discrete, sub- 
mucosal nodules with free mucosa. Rectal carci- 
noids occur usually in an age group of 40 and above 
but may occur at any age. Metastases from car- 
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cinoids usually occur at the age of 50 and older. It 
is urged that in all physical examinations a proc- 
tosigmoidoscopy be carried out. 


Aortography Utilizing Percutaneous Left Ventricu- 
lar Puncture. J. J. McCaughan Jr. and J. W. Pate. 
A. M. A. Arch. Surg. 75:746-751 (Nov.) 1957 [Chi- 


cago]. 


The methods that have been described for arte- 
riographic visualization of the aortic arch and its 
branches may be divided into 3 groups: (1) angio- 
cardiography, in which the dye passes through the 
heart and then into the aorta, with its modifications 
of right atrial catheterization and release of dye 
from an intra-atrial bulb; (2) retrograde arterial 
catheterization via the carotid, the brachial, the 
radial, or the femoral artery; and (3) direct needle 
puncture of the ascending aorta via the supra- 
clavicular or intercostal approach. Although these 
methods are satisfactory in some cases, their short- 
comings suggested the possibility of utilizing per- 
cutaneous left ventricular puncture as a method of 
introducing the dye. Percutaneous left ventricular 
puncture was used first for aortography by Nuvoli 
in 1936, but it was followed by vascular collapse, 
presumably as the result of overdistension of the 
heart. Studies by other investigators showed that 
when the Valsalva maneuver was employed in con- 
junction with the intraventricular injection of dye 
visualization of the aortic arch and its branches 
was accomplished. 

The authors have used percutaneous left ven- 
tricular punctures 31 times in 29 patients without a 
fatality. They found that radiopaque dye injected 
into the left ventricle, when accompanied by the 
Valsalva maneuver, will permit adequate concentra- 
tion of the dve for visualization of the aortic arch 
and its branches. Two cases of pneumothorax and 
2 instances of muscular infiltration with the dye 
constitute the only complications encountered. The 
latter 2 complications were the result of technical 
errors before adequate experience had been gained. 


Surgical Operations on the Superior Mesenteric 
Artery. W. P. Kleitsch, E. K. Connors and T. J. 
O'Neill. A. M. A. Arch. Surg. 75:752-755 (Nov.) 
1957 [Chicago]. 

Lesions of the superior mesenteric artery are by 
no means a medical rarity. Occlusion of this artery 
is a highly fatal condition, resulting in massive 
gangrene of the midintestine of which less than 
20% of the victims survive. Procedures which may 
improve this outlook are well worth considering. 
Three cases are reported describing direct surgical 
attack on the superior mesenteric artery. Although 
1 patient died as a result of complications, the sur- 
gical treatment of the artery was successful in each 
instance. Embolectomy was performed in | patient, 
endarterectomy and thrombectomy of an aneurysm 
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with arterial reconstruction were done in another, 
and a segmental resection was done in the third. 
The authors feel that these cases demonstrate the 
fact that vascular surgery has reached the stage 
where its techniques are readily applicable to the 
superior mesenteric artery. An additional point in 
favor of such surgical procedures is the fact that the 
distal mesenteric arteries are seldom subject to 
arteriosclerotic occlusion. This assures a rapid run- 
off through the surgically traumatized artery and 
will minimize postoperative thrombosis. The pos- 
sibility of this type of surgery emphasizes the need 
for prompt diagnosis and laparotomy when superior 
mesenteric artery occlusion is suspected. Vascular 
surgery after gangrene has developed is useless. 


Surgical Management of Near-Total Esophageal 
Atresia. W. E. Demuth Jr., M. D. Ames and D. A. 
Hoffman. A. M. A. Arch. Surg. 75:813-816 (Nov.) 
1957 [Chicago]. 


The majority of congenital esophageal atresias 
are amenable to resection of the atretic area and pri- 
mary end-to-end esophageal anastomosis, though 
the mortality rate for patients undergoing this oper- 
ation remains relatively high. Berg recently re- 
ported a case of near-total esophageal atresia in 
which primary esophagogastrostomy was success- 
fully employed. Experience with a similar patient 
so managed prompted this report. Gross success- 
fully displaced the stomach into the thorax for re- 
pair of an esophageal atresia on 4 occasions between 
1951 and 1954. Thus, the authors are aware of 6 
patients treated successfully in this manner. The 
technique described by Gross was essentially that 
emploved in the case presented. The history of the 
child and follow-up data are reported. The long- 
term effect of placing the stomach within the 
thorax will not be known for some years. In an 
extensive gastric mobilization of this type the 
vagotomy effect must operate, and the absence of 
acid in the stomach of the child reported on would 
tend to corroborate this impression. However, it 
is known that acid levels in the stomachs of chil- 
dren are lower than that in adult stomachs, and it 
is possible that later in life these patients may 
elaborate gastric acid. Whether acid-peptic activity 
at the anastomotic site would operate to give rise to 
complicating ulceration or stricture is not known. 

The authors believe that the operation was made 
easier by a 2-level approach, 2 intercostal incisions 
being made through a single skin incision. Another 
technical point emphasized is that careful attention 
to the left gastric vessels will facilitate the elevation 
of the stomach and will eliminate the danger of 
serious bleeding should the vessels tear and retract 
beneath the diaphragm. Ligation and division 
should be carried out gently and under direct 
vision. The mobility of the stomach resulting from 
ligation and division of the left gastric vessels makes 
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satisfactory elevation of the stomach possible. It is 
suggested that the technique employed may be use- 
ful in certain of the commoner types of esophageal 
atresia. 


Problems of Portal Hypertension. T. B. Patton. Am. 
Surgeon. 23:932-943 (Oct.) 1957 [Baltimore]. 


Despite recent progress in the treatment of pa- 
tients with portal hypertension, there are still many 
unsolved problems and many difficulties arise in 
management of these patients before and after sur- 
gery. The author discusses these problems and 
suggests means to overcome them. To arrive at a 
correct diagnosis, there is no substitute for a rapid 
but thorough history and physical examination. 
The palpation of an enlarged spleen should focus 
attention on the portal system. Emergency labora- 
tory tests which have been most helpful are a 
bromsulfonphthalein test, prothrombin time, and 
the determination of the blood ammonia level. 
Emergency barium studies are usually not reward- 
ing. Regarding the emergency treatment of acute 
massive bleeding from varices, the author says that 
the administration of freshly drawn whole blood 
should proceed hand in hand with the placement 
of a tube which will effect pneumatic esophageal 
tamponade. Such a tube not only controls hemor- 
rhage but is a most reliable differential diagnostic 
aid as well. The double-balloon tube is superior to 
the single-balloon tube, since the lower balloon 
not only compresses the veins at the junction of the 
esophagus and stomach but also anchors the tube 
securely and prevents displacement of the esophag- 
eal balloon. If bleeding has been controlled after 
4 hours of tamponade, pressure in the upper bal- 
loon is released and the gastric aspirate observed. 
If bleeding does not recur, the pressure in the lower 
balloon is released at the end of 8 hours. The tube 
is left in place for continued aspiration of the 
stomach and for transport of saline cathartics to 
accomplish rapid elimination of blood from the 
gastrointestinal tract. This will prevent bacterial 
decomposition of the blood and the absorption of 
large amounts of ammonia which the diseased liver 
is unable to conjugate. The tube is removed if there 
is no hemorrhage at the end of 25 hours. After 
bleeding has been stopped, gastric acidity is con- 
trolled by atropine-like drugs. A semisitting posi- 
tion is advisable to diminish the likelihood of reflux 
esophagitis which may cause a recurrence of bleed- 
ing. Morphine is contraindicated, and barbiturates 
should be given cautiously because of slow conjuga- 
tion of these drugs by the damaged liver. Fresh 
whole blood and vitamin K are administered as 
needed. 

The initial surgical approach on the varix-bearing 
area is not definitive, since a vascular shunt pro- 
cedure is necessary to decrease the elevated pres- 
sure in the portal system. The author evaluates the 
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following types of vascular shunts: (1) the Eck fis- 
tula, which connects the distal end of the portal 
vein to the side of the inferior vena cava; (2) the 
splenorenal shunt, connecting the end of the splenic 
vein to the side of the left renal vein; and (3) the 
side-to-side portacaval anastomosis, in which the 
side of the portal vein is anastomosed to the side 
of the inferior vena cava (false Eck fistula). He 
advocates the side-to-side portacaval anastomosis. 
Hepatic coma as a sequel of complete portal di- 
version is discussed. The best treatment of coma is 
prophylaxis. There are patients who bleed again 
after splenectomy, total gastrectomy, or any type 
of shunt. It is suggested that all of these patients 
should be reexplored and that the portal system be 
delineated by a portaportagram. Some type of 
anastomosis, although definitely inferior to the 
portacaval or splenorenal anastomosis, can usually 
be constructed between the general venous circula- 
tion and a dilated portal varix. 


Primary Surgical Treatment of Burns. T. Ya. Ariev 
and N. E. Povstianoy. Khirurgiya 33:14-22 (No. 9) 
1957 (In Russian) [Moscow]. 


The authors have adopted, since 1956, primary 
surgical treatment of burns. The treatment consists 
in resection of the necrotic skin and subcutaneous 
cellular tissue. The wound is covered by a free 
cutaneous autotransplant obtained from the patient 
with the aid of a dermatome. This treatment usually 
results in healing by first intention. 


Arteriovenous Pulmonary Aneurysms. Kk. Liavaag 
and @. L. Vinje. Tidsskr. norske laegefor. 77:902- 
905 (Oct. 15) 1957 (In Norwegian) [Oslo]. 


Three cases of pulmonary arteriovenous aneu- 
rysm treated surgically are reported. Examination 
showed an abnormal connection between pulmo- 
nary artery and pulmonary vein which may appear 
as a sac-formed distension of the vessels, partly as 
a cavernous hemangioma. The hemangiomas may 
be solitary or multiple. In about one-half the cases, 
multiple hemangiomas are found in skin and mu- 
cous membranes. Hemangiomas were found in 
several of the patients’ relatives. The pulmonary 
aneurysm is to be regarded as a special expression 
of Osler’s disease. The Ist cardinal symptom of 
pulmonary arteriovenous aneurysm is cyanosis. The 
degree of cyanosis depends on the extent of the 
shunt, and cyanosis may be absent if the shunt is 
small. The 2nd cardinal symptom is compensatory 
polycythemia, secondary to the anoxemia. The total 
blood volume is increased, due to the increased cell 
volume. Patients with arteriovenous fistulas are be- 
lieved to have reduced resistance to infections be- 
cause of tissue anoxia. Complicating osteomyelitis 
and abscess formation in the different organs are 
seen; hemoptysis is not an unusual complication. 
The 3rd cardinal symptom is the vascular sound 
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audible over the site of the aneurysm on ausculta- 
tion over the lungs. The 4th cardinal symptom is 
pulmonary infiltration. If the cardinal symptoms 
are present the diagnosis can usually be made on 
the basis of the clinical findings. Special examina- 
tions are mainly needed to map out the lesion and 
to determine the size of the shunt. Treatment is 
operative, with larger or smaller resection accord- 
ing to the extent of the aneurysm. 


Treatment of Frostbites With Intra-Arterial Injec- 
tions of a 1% Novocain Solution. I. A. Korneev. 
Khirurgiyva 33:30-38 (No. 9) 1957 (In Russian) [Mos- 
cow]. 


The author treated 96 patients with frostbites by 
intra-arterial injection of 10 to 20 cc. of a 1% solu- 
tion of novocain. The patients presented various 
degrees of frostbite. In those with signs of infection, 
100,000 to 300,000 units of penicillin was introduced 
intra-arterially together with the novocain. Blisters 
were removed and dressing with biomvcin impreg- 
nated with sterile vaseline was applied locally. 
Dicoumarin was given to patients with frostbites of 
the 3rd and 4th degrees. As a result of this treat- 
ment, inflammatory changes in severe frostbites 
were reduced and the area of necrosis became 
limited and dry. In patients who had moist gan- 
grene, it soon changed into dry without recourse to 
removal of necrotic areas or deep longitudinal in- 
cisions. Resection of the necrotic tissue in frostbites 
of the 4th degree was carried out followed by 
suture. Fifty-three out of 63 such operations healed 
by first intention. After resection of the necrotic 
tissue in 3rd degree frostbites, the extensive wounds 
healed under a dressing of biomycin and vaseline. 
The average number of days in the hospital for 
burns of 1st and 2nd degrees was 11 days, for burns 
of the 3rd and 4th degrees, 50 days. All patients 
were discharged from the hospital with healed 
wounds. 


Carcinoid Syndrome With Pellagrous Dermatitis. 
J. M. Bridges, J. B. Gibson, L. W. Loughridge and 
D. A. D. Montgomery. Brit. J. Surg. 45:117-122 
(Sept.) 1957 [Bristol]. 


The association of cardiac lesions and carcinoid 
tumor has been recorded over the past 25 years. 
Skin and vasomotor changes, asthma, and diarrhea 
are now recognized as associated features, and the 
level of 5-hydroxyindole acetic acid in the urine, 
which is regularly increased in the disease, makes 
confirmation of a presumptive clinical diagnosis 
possible. The case reported draws attention to the 
slow evolution of the cardiac lesions, which were 
remarkably well developed at the time of death. 
The patient was a 60-year-old woman, who first 
noted swelling of the ankles in June, 1951. Ausculta- 
tion revealed a mitral diastolic murmur and a 


systolic murmur of “squeaking” quality at the apex. 
The electrocardiogram showed left axis deviation 
with flat T waves in the precordial leads. A diag- 
nosis of mitral stenosis with mild arterial hyper- 
tension was made, and a regime of salt restriction 
with diuretics was recommended. She remained 
well, apart from mild dyspnea on exertion, until 
1954, when diarrhea first developed. This consisted 
of the passage of up to 6 unformed bowel motions 
daily, preceded occasionally by mild abdominal 
cramps. In September, 1955, she first noticed an 
alteration in the skin of her hands, feet, and legs, 
which she described as “dry and withered looking.” 
She complained of occasional facial flushes, which 
she described as sudden “hot and tight” sensations, 
often following a hot drink or occasionally alcohol. 
The face showed a reddish-blue discoloration in 
the distribution of a malar flush, but of a brighter 
hue than that seen in mitral stenosis. The skin was 
red-brown in color from the knees to the ankles. 

Roentgenologic examination with the aid of a 
barium enema demonstrated deformity in the 
cecum suggesting a neoplasm. The patient remained 
in hospital from May 27, 1956, until her death on 
August 9. Diarrhea persisted and her condition 
deteriorated gradually. She complained of more 
frequent flushing attacks. The nature of the cardiac 
lesion was not ascertained before death. Autopsy 
revealed a grayish tumor in the wall of the ileum. 
It had infiltrated through the wall and invaded the 
adjacent lymph nodes. Extensive secondary de- 
posits were present in the liver. The cardiac lesions 
and the symptoms are apparently due to an excess 
of serotonin produced by the tumor, and since the 
disease often progresses slowly, any reduction of 
the tumor by surgical resection may be a valuable 
palliative treatment, even if metastases make cure 
impossible. Chlorpromazine, an experimental sero- 
tonin antagonist, given in therapeutic doses did 
not alleviate the patient’s symptoms. Attention is 
drawn to a pronounced skin lesion, indistinguish- 
able from pellagrous dermatitis, which responded 
to administration of nicotinic acid. Unsuccessful 
attempts were made, by venous occlusion plethys- 
mography, to discover the nature of the peripheral 
vascular changes which occurred during skin flush- 
ing. 


Cushing’s Syndrome: A Report of Thirteen Cases 
and Their Surgical Treatment. D. A. D. Montgom- 
ery and R. B. Welbourn. Brit. J. Surg. 45:137-152 
(Sept.) 1957 [Bristol]. 


It is often easy to recognize Cushing's syndrome 
clinically, but biochemical tests are now available 
to assist in the diagnosis of doubtful cases. These 
tests involve the estimation of adrenal steroids in 
the urine both in the basal state and following 
stimulation with corticotropin. The treatment of 
Cushing’s syndrome is directed towards reducing 
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the secretion of adrenocortical hormones, but there 
is no general agreement as to the best method of 
achieving this result. The authors enumerate the 
main clinical features and biochemical findings in 
13 patients with Cushing’s syndrome treated by 
adrenalectomy. One patient had a cortical adenoma 
which was removed together with a subtotal resec- 
tion of the adjacent gland, while the remaining 12, 
with cortical hyperplasia or hyperfunction, had 
nine-tenths of 1 adrenal and the whole of the other 
adrenal removed in 2 stages. The complications of 
adrenalectomy are described, and the place of corti- 
sone in their management is discussed. 

Twelve patients survived operation and left the 
hospital, while 1 died following the second stage of 
the adrenalectomy. Two patients succumbed after 
obtaining a partial remission, 1 from cardiac failure 
4 months after operation and the other from either 
acute adrenal insufficiency or a cardiac complica- 
tion 5 months after. Of the 10 patients alive, all 
have obtained a clinical remission without recur- 
rence and have been observed over periods of 20 
months to 4 years. Continuous postoperative corti- 
sone replacement has been necessary in 1 patient, 
and 3 have been given cortisone again on account 
of adrenal insufficiency. Five patients stopped corti- 
sone therapy and continued to be in good health 
without it. Evidence of diminished functional 
adrenocortical reserve to exogenous corticotropin 
was found in 7 patients tested after adrenalectomy. 
The authors regard pigmentation in areas other 
than the operative scars and excessive loss of weight 
as indications for continued cortisone replacement. 
Reasons are given for the choice of bilateral sub- 
total adrenalectomy instead of total adrenalectomy 
in the management of patients with Cushing's syn- 
drome without a tumor, but no final conclusion on 
the best method can be made without further ex- 
perience and prolonged observation of the patients 
already treated. 


Spontaneous Return of Function Following Surgical 
Section or Excision of the Seventh Cranial Nerve 
in the Surgery of Parotid Tumors. H. Martin and 
J. T. Helsper. Ann. Surg. 146:715-727 (Nov.) 1957 
[Philadelphia]. 


The authors report on 150 patients with malig- 
nant tumors of the parotid gland, 40 of whom had a 
deliberate section of the 7th cranial nerve and an 
excision of a segment between 2.5 and 5 cm. of the 
main trunk of the nerve and its peripherally ex- 
tending branches (plexus). Twenty-eight of the 40 
patients were considered to be determinate (statisti- 
sally significant), and 8 (28.5%) of the 28 patients 
had a fair degree of return of function in the para- 
lyzed facial musculature without resort to nerve 
grafting or any other reparative operation. The 
pattern in these 8 patients was nearly uniform; in 
general, beginning about 6 to 14 months after 
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sacrifice of a segment of the 7th cranial nerve there 
occurred a slight voluntary retraction of the angle 
of the mouth, progressively increasing in extent, 
the motion finally extending to all parts of the face 
with a selective action in the various portions of 
the facial musculature at the will of the patient 
and finally permitting an interplay of action of 
these muscles so as to produce a variety of emo- 
tional responses characteristic of normal movement. 

The concept that new motor pathways may have 
been established by way of the 5th cranial nerve 
seems to be one of the most reasonable explanations 
for the uncontestable fact that functional recovery 
was observed in these 8 patients. There are at least 
6 anastomoses (plexuses) between the terminal 
branches of the 5th and 7th cranial nerves which 
are definite enough to be recorded by anatomists. 
Such terminal communications must obviously in- 
clude, or at least be closely associated with, the 
motor end plates, and it seems reasonable to con- 
jecture that after complete and permanent inter- 
ruption of the motor pathway through the 7th 
cranial nerve voluntary motor impulses by reedu- 
cation may find their way from the cortex through 
the 5th cranial nerve to the respective muscles. 
The frequent observation of spontaneous recovery, 
whatever its actual explanation may be, makes it 
doubtful that any form of neurorrhaphy or exten- 
sive plastic repair (except eyelid fusion) is required 
ior paralysis of the 7th cranial nerve due to opera- 
tive effects until at least 1 year or more has passed. 


The Use of Caval Catheterization in Cases of Severe 
Oliguria and Anuria. J. W. Chambers and G. Smith. 
Brit. J. Surg. 45:160-164 (Sept.) 1957 [Bristol]. 


Severe oliguria or anuria is not an infrequent 
complication in surgery and obstetrics. There are 
3 main groups of etiological conditions: (1) circula- 
tory renal insufficiency, (2) parenchymatous renal 
damage, and (3) obstruction to urine outflow. Only 
groups 1 and 2 are considered here. Circulatory 
renal insufficiency is a common cause of oliguria 
resulting from oligemia of shock, hemorrhage, and 
dehydration. The renal dysfunction is not due to 
organic kidney disease, and, if treated promptly, it 
can usually be corrected by replacing blood, fluids, 
and electrolytes as required; if treatment is delayed 
it may lead to parenchymatous renal damage in the 
form of acute tubular necrosis. There is a further 
relationship between groups 1 and 2. A patient 
with renal damage may become dehydrated, due 
to excessive vomiting or failure of the damaged 
kidneys to conserve water and electrolytes and 
thereby adding circulatory renal insufficiency to 
the already existing kidney disease. The type of 
renal parenchymatous damage with which the 
authors are most concerned is acute tubular ne- 
crosis. This lesion may result from prolonged 
hypotension due to hemorrhage and shock, from 
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transfusion of incompatible blood, from extensive 
burns, and from crushing types of injury. It may 
also be caused by chemical poisons, such as mer- 
curic chloride, carbon tetrachloride, and phenolic 
substances, or by bacterial toxins. In obstetric prac- 
tice, acute tubular necrosis is a recognized compli- 
cation of abortion, particularly where sepsis _ is 
present, and of severe pregnancy toxemia, espe- 
cially if this latter is complicated by accidental 
hemorrhage. 

Of 29 cases of acute renal failure treated at Glas- 
gow hospital from 1950 to 1957, 13 were obstetric, 
6 were medical, 6 were pediatric, and 4 were sur- 
gical. There were 4 deaths in this group of patients. 
About 700 ml. of a 50% solution of glucose in water 
is usually given through an indwelling stomach 
tube of the Ryle type. If, however, there is exces- 
sive vomiting or if diarrhea or intestinal ileus 
occurs, the intragastric route is replaced by caval 
infusion. Peripheral veins cannot be used for the 
continued infusion of this grossly hypertonic fluid. 
Of the 29 patients, 8 required use of the caval route. 
In addition to these cases of acute renal failure, 2 
gynecological cases of severe postoperative illness 
and intestinal obstruction required prolonged intra- 
venous therapy. Since suitable peripheral veins had 
been used up, caval catheterization was resorted to. 
These 10 severely ill patients are described. The 
authors are convinced that the 6 patients who sur- 
vived to regain full health owe their lives to this 
procedure of intracaval therapy. Two of the 4 
deaths were in no way related to the therapy. In 
the absence of postmortem examination in 2 cases, 
it is not possible to eliminate the caval drip from 
blame, but there was no evidence that it had con- 
tributed to the fatal outcome. When one considers 
that 1 of the 2 patients had an emergency operation 
for a ruptured aorticoiliac aneurysm and the other 
a pelvic exenteration for uterine carcinoma, the 
fact that death was delayed for 17 and 12 days, re- 
spectively, after operation suggests that the pro- 
longation of life may have depended on the prompt 
institution of caval therapy. Although there have 
been no signs of pulmonary emboli, there is residual 
evidence of deep vein thrombosis in 2 cases. In 1 
patient this was on the same side as the catheter 
insertion; in the other it was on the opposite side. 
The authors believe that none of the deaths could 
have been prevented by artificial kidney treatment. 


Chemotherapy and Surgical Treatment of Pul- 
monary Tuberculosis. L. Biancalana. Minerva med. 
48:3012-3016 (Sept. 22) 1957 (In Italian) [Turin, 
Italy]. 


Persistence of many and/or large fibrocaseous 
foci was revealed by histiological findings of the 
sections of pulmonary lobes in patients with pul- 
monary tuberculosis who were subjected to surgical 
collapse at the Institute of Special Surgical Pa- 
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thology and Propedeutic Clinic of the University 
of Torino and in whom the disease relapsed. Cavi- 
tation not demonstrable by roentgenogram was 
often active, and dormant bacilli were located 
around residual cavities. There is evidence that 
persistent foci of caseonecrotic tissue harbor tu- 
bercle bacilli. Chemotherapy produces an artificial 
stability of the lesions. In some patients this sta- 
bility leads to healing, but in others in whom large 
foci persist the disease may relapse after with- 
drawal of the antibiotic treatment. Resection is 
therefore, the safest procedure in the treatment of 
lesions of a diameter exceeding 2 cm. The author 
suggests resection therapy as a procedure of choice 
in the treatment of cavities not exceeding 2 cm. in 
diameter and of small, arrested fibrocaseous and 
caseous lesions. Resection removes the severest 
lesions which inhibit the action of antibiotics. 

Pulmonary resection was used in the treatment 
of 341 patients with pulmonary tuberculosis in the 
course of 7 years. Resection was the procedure of 
extreme necessity in 228 patients, and it was the 
procedure of choice in 49. The mortality rate in 
the former group was 23.2% and in the latter 
4.08%. The mortality rate would be lower in those 
patients who were operated on as a measure of 
extreme necessity if resection had been performed 
a few years earlier. 


Results of Treatment of Carcinoma of the Breast— 
Five to 18 Years. J. W. Hendrick. Ann. Surg. 146: 
728-750 (Nov.) 1957 [Philadelphia]. 


The author reports on 562 women, between 24 
and 82 years of age, with carcinoma of the breast 
who were observed between 1933 and 1951. Radical 
mastectomy was performed on 403 of the 562 pa- 
tients. Of the 403, 177 had involvement of the breast 
alone and 226 had involvement of the breast and 
axilla. One hundred twenty-four (70%) of the 177 
patients were living and clinically free of the dis- 
ease 5-18 years later. Eight patients (4%) were living 
at the end of this period but had a recurrence. 
Eighty-five (38%) of the 226 patients with involve- 
ment of breast and axilla were alive and clinically 
free of the disease at the end of 5 to 18 years. 
Twenty-four (10.6%) were living with recurrent 
disease at the end of this period. There were 4 
operative deaths (1%) in this series. The latissimus 
dorsi muscle was used to cover the axilla and its 
contents after radical mastectomy which obliterated 
the dead space and covered the axillary vessels 
and brachial plexus with pliable tissue. With this 
technique, incidence of lymphedematous arms was 
reduced to 3% in patients who did not have post- 
operative x-ray therapy and to 7% in those who did. 

Radical mastectomy proved to be the most effi- 
cient method of eradicating carcinoma of the mam- 
mary gland and restoring the patient to a useful 
life, but there are certain contraindications to this 
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form of therapy. Treatment should be individual- 
ized, and radical mastectomy should be used only 
in those in whom the disease is localized in the 
breast or breast and axilla and in whom there is no 
evidence of extension of the disease to distant areas 
of the body. Postoperative irradiation therapy 
should be given to all patients with metastasis to 
the axillary lymph nodes. Simple mastectomy with 
irradiation therapy or irradiation and hormone 
therapy should be practiced in patients who are 
poor surgical risks or in those in whom the disease 
has progressed beyond the scope of radical mas- 
tectomy. Forty-two patients with carcinoma in the 
medial half of the breast or with clinically positive 
axillary lymph nodes had extended radical mas- 
tectomy to include resection of the internal mam- 
mary blood vessels, lymphatic trunks and lymph 
nodes, and the medial 2 centimeters of the full- 
thickness of the chest wall including the cartilages 
of the 2nd through the 5th ribs. The time interval 
has been too short to determine the value of this 
extended procedure. It should only be applied to 
patients whose general physical condition will per- 
mit it and in whom there is no clinical evidence of 
extension of the disease beyond the regional lym- 
phatic depots. To prevent postoperative lymphe- 
dema or reduce it to a minimum and obtain the 
lowest morbidity and mortality, careful attention 
must be directed to postoperative care of patients 
who have undergone radical mastectomy. Adequate 
drains should be placed to prohibit accumulation 
of secretions, and it is advisable to use suction for 
several days in patients with large breasts to reduce 
serum collection beneath the skin flaps; a snug 
pressure dressing should be applied over the op- 
erative area, which should be redressed regularly to 
determine the pressure of fluid beneath the flaps. 


Lesions of the Breast Associated with Discharge 
from the Nipple. H. E. Madalin, O. T. Clagett and 
J. R. McDonald. Ann. Surg. 146:751-763 (Nov.) 1957 
[Philadelphia]. 


Examination was made of 100 breasts which had 
been removed by simple mastectomy from 85 wom- 
en, between 20 and 76 years of age, because of dis- 
charge from the nipple; 15 of the 85 had bilateral 
simple mastectomies for discharge. Breasts removed 
as a palliative measure for carcinoma were ex- 
cluded. The breasts were cut on a slicing machine; 
the resulting specimens were examined grossly, 
representative and unusual portions were studied 
microscopically, and the pathological lesions were 
tabulated. The nature of the discharge from the 
100 breasts was recorded clinically as bloody in 50 
cases, serous in 32, and other in 18. The discharge 
from breasts which contained intraductal papil- 
lomas (gross papillomas) always had appeared clin- 
ically to be bloody (57%) or serous (43%). Of 29 
breasts in which erythrocytes were noted histolog- 


J.A.M.A., Feb. 15, 1958 


ically in the ducts, 26 had intraductal papillomas 
and 2 papillomatosis. The average duration of 
bloody discharge at examination was 4.6 months 
and that of nonsanguineous discharge 1.8 years. 
Thirty-seven breasts showed some degree of peri- 
ductal mastitis. This condition was most common 
in breasts having ducts dilated with secretions 
(papillomas and ductal ectasia). Seventeen of the 
100 breasts had a localized mass or thickening and 
25 had diffuse or multiple lesions. Nine (20%) of 44 
breasts containing intraductal papillomas showed 
clinical evidence of a mass. Of 8 breasts having 
ductal ectasia without gross or microscopic papil- 
lomas, 4 had diffuse nodularity or thickening, 1 had 
nipple retraction, and 3 had nothing unusual pal- 
pable. Pain had occurred in 24 of the 100 breasts; 
it was not unusually prominent in association with 
any disease process. 

Thirty-five of the 85 patients had bilateral breast 
disease, 15 by evidence in this study and 20 by 
history. Nineteen patients, the 15 who underwent 
bilateral simple mastectomy for discharge and 4 
others, had a history of bilateral discharge. Six 
(14%) of the 44 breasts with intraductal papilloma 
seemed to have multiple gross papillomas in sepa- 
rate parts of the breast. There seemed to be no 
clearcut correlation of any lesion with childbearing 
or nulliparity. The incidence of malignancy was 
limited to 1 case. The patient was a 41-year-old 
woman who had had radical mastectomy of the 
other breast for adenocarcinoma, grade 3. The 
breast included in this study had no palpable mass 
but had had bloody discharge. No malignant lesion 
was noted at the time this breast was removed, but 
the study of the specimen revealed a minute focus 
of comedocarcinoma, grade 2. 

These observations suggest that treatment for 
the breast having a mass and discharge from the 
nipple should consist of biopsy of the mass with 
therapeutic measures based on the findings. In the 
absence of a mass, local excision of the offending 
duct should be performed if possible. Otherwise, 
careful follow up is indicated, especially when the 
discharge is bloody. 


The Problem of the Second Breast: A Study of 118 

Patients with Bilateral Carcinoma of the Breast. 

C. G. Moertel and E. H. Soule. Ann. Surg. 146:764- 
71 (Nov.) 1957 [Philadelphia]. 


Mastectomy for cancer of the breast was per- 
formed on 2,945 patients at the Mayo Clinic be- 
tween Jan. i, 1944, and Jan. 1, 1954; 118 of these 
patients were proved to have primary cancers in 
both breasts according to practical and objective 
criteria which were established by the authors as 
follows. Criteria for recognition of cases of unsimul- 
taneous (nonsynchronous) cancer in the second 
breast were that (1) each lesion must be proved by 
pathological examination to be of unequivocal 
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malignancy; (2) the first lesion must have been re- 
moved by mastectomy with reasonable hope of 
cure at least 6 months before the diagnosis of the 
second lesion; and (3) at the time of diagnosis of 
the most recent lesion, there must not be any evi- 
dence of local recurrence of the initial lesion or of 
distant metastasis. Criteria for recognition of cases 
of simultaneous (synchronous) cancer in the second 
breast were that (1) each lesion must be proved by 
pathological examination to be of unequivocal 
malignancy; (2) cases are acceptable only if there 
is no evidence of distant metastasis and minimal or 
no metastasis to regional lymph nodes; and (3) cases 
in which 1 or both lesions are located in the inner 
hemispheres are acceptable only if there is a dis- 
tinct difference in microscopic morphology of the 
2 lesions or if intraductile cancer can be demon- 
strated in each breast. The cases of the 118 pa- 
tients represent an over-all known incidence of 
independent cancer of the second breast of 4%; 
3.7%, i. e., 110 of the 118 patients, 109 women and 
1 man, had unsimultaneous cancers in the second 
breast, and 0.27%, i. e., only 8, all women between 
44 and 73 years of age, had simultaneous cancers 
in the second breast. 

From a theoretical standpoint, the frequency of 
development of cancer in the second breast is not 
surprising since carcinogenic factors which have 
induced malignant change in 1 breast may also be 
expected to exert a similar influence on the remain- 
ing mammary tissue. The cummulative evidence in 
this study and in the literature indicates that pro- 
phylactic simple mastectomy of the second breast 
in patients treated for unilateral cancer of the 
breast may be an effective and acceptable means 
of increasing the long-term survival in patients 
with mammary cancer. The intelligent, emotionally 
stable patient should be frankly informed of the 
risk of development of cancer in the second breast. 
Prophylactic simple mastectomy should be offered 
to the patient if maximal security is desired against 
future malignant disease of the breast. The remain- 
ing patients should have frequent follow-up ex- 
aminations and should be instructed carefully in 
the technique of self-examination. The physician 
must be constantly alert to the potential malignancy 
in the second breast. 


The Surgical Implantation of Tumors. A. K. Bush. 
Am. Surgeon. 23:1012-1021 (Nov.) 1957 [Baltimore]. 


There is increasing evidence that inadequate 
operations for cancer tend to spread the disease 
rather than deter its growth. Surgical manipulation 
may produce showers of tumor emboli through the 
venous system, producing widespread metastases. 
Lack of “en bloc” excision, cutting into the tumor, 
and rough handling lead to contamination of 
gloves and instruments with resulting wound im- 
plants. Even needle biopsy can lead to a spread 
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along the needle tract; this is illustrated by a case 
history. Another case presented shows that tumor 
cells may be free in the intestinal lumen and be- 
come implanted at the site of anastomosis, even 
though there may have been a large segment of 
intestine removed. Wide resections and gentleness 
are necessary to prevent this unfortunate compli- 
cation. A 3rd case reveals obvious contamination 
of gloves or instruments with resulting implants to 
the abdominal wounds. In a 4th patient, an ob- 
structive lesion with direct extension to peritoneum 
was palpated at the time of colostomy leading to 
contamination of gloves and wound implants. 

The author lists methods of preventing the spread 
of tumors by surgical methods. The first is exci- 
sional biopsy, as opposed to incisional biopsy, 
whenever possible when this is needed for diag- 
nosis. Other requirements are “en bloc” excision 
of all tumors, gentleness in handling of tumors at 
operation thus minimizing venous tumor emboli, 
the covering of tumors on serosal surfaces to pre- 
vent glove and instrument contamination, the 
proper use of the electrosurgical unit in selected 
cases, and the use of chemotherapeutic agents for 
destruction of tumor emboli. 


Postoperative Wound Infections. G. H. Rawls. Am. 
Surgeon. 23:1030-1039 (Nov.) 1957 [Baltimore]. 


Postoperative morbidity was assessed at the Sur- 
gical Services of the Veterans Administration Hos- 
pital, Dayton, Ohio, during the period of July 1, 
1954, through June 30, 1956. This study was divided 
for comparison into 2 l-year periods. During the 
first year, when 2,053 operations were performed, 
there were 107 postoperative complications, a 
morbidity rate of 5.2%. During the second period, 
when 1,941 operations were performed, there were 
109 complications, a morbidity rate of 5.6%. A re- 
view of the clinical records reveals that no specific 
operation was dominant in the causation of the 
infection. The most common organism was Micro- 
coccus pyogenes, coagulase positive, which was 
found in all but 3 cases tested. It was resistant to 
penicillin in over 60% of the cases where it was 
tested, but it was sensitive to chloramphenicol. The 
author discusses the causative factors of wound in- 
fection in the preparation of the patient, in the 
surgical team, in rooms, instruments and drapes, 
and in the surgical technique. Early diagnosis is 
important, and to insure it the wound should be 
observed for localized tenderness and induration. 
Frequently, a mild evening rise in temperature 
implicates a lurking wound infection. The diag- 
nosis was made as early as the 4th postoperative 
day and as late as the 37th day. The increase in 
length of hospitalization was estimated to vary 
from 6 to 58 days, with an average of 24 days. This 
was determined by estimating 10 days as a normal 
convalescent period before discharge. 
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The most important treatment is preventive. This 
begins in the preoperative preparation of the pa- 
tient. He should be reasonably well nourished and 
have positive nitrogen balance. Electrolytes must 
be balanced and blood volume brought to normal. 
Anemia should be corrected and vitamin A and C 
deficits eliminated. Vitamin A is essential in re- 
epithelization and ascorbic acid in deposition of 
collagen. Without them, wound healing is delayed 
and faulty, thus predisposing to infection. The 
patient’s skin should be scrubbed with a suitable 
antiseptic and sterile drapes applied. All that comes 
in contact with the patient’s tissues, including air, 
gloves, and instruments, should be sterile. Sharp 
dissection, hemostasis, gentle handling of tissues, 
drainage where indicated, avoidance of dead spaces, 
and use of the least irritating sutures are important. 
As soon as the diagnosis is established, the skin 
edges should be separated to drain the locules of 
pus. Aspiration will not suffice because pus re- 
mains, reaccumulates, and delays healing. The in- 
fected part must be widely opened and drained. 
Since over 90% of the infections are produced by 
M. pyogenes, it may be assumed to be the causative 
pathogen until proved otherwise. Furthermore, 
since Chloromycetin is the most effective anti- 
biotic against this organism, it should be adminis- 
tered until sensitivity studies indicate that another 
is more effective. Rest, elevation of the part, and 
moist heat are adjuvants to accelerate clearing the 
infection and healing of the wound. 


Unusual Outbreak of Staphylococcal Postoperative 
Wound Infection. $. McDonald and M. C. Timbury. 
Lancet 2:863-864 (Nov. 2) 1957 [London]. 


The authors report an outbreak of postoperative 
wound infection with Micrococcus (Staphylococcus) 
pyogenes of type 52A/79, involving 6 patients, 2 
of whom died. The first patient had a superficial 
wound infection which was present at the time of 
the first dressing on the 7th postoperative day. 
Three patients had deep wound abscesses which 
discharged on the 11th, 8th, and 15th postoperative 
day respectively. Pus specimens obtained from 
these 4 patients yielded a pure growth of coagulase- 
positive micrococci with a notably grayish-white 
pigmentation. Coagulase-positive micrococci were 
obtained in pure culture from the peritoneal pus 
removed from the body of a 5th patient who had 
died of peritonitis on the 6th day after gastro- 
enterostomy. The 6th patient had died in similar 
circumstances 2 weeks earlier. The site and char- 
acter of the infection in these patients suggested 
that it had been acquired at operation, and a re- 
view of the list of patients operated on showed 
that the 6 patients had been operated on by the 
same surgeon. It then came to light that the sur- 
geon had been operating during this time with a 
small furuncle on his forearm. While the furuncle 
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was discharging, the surgeon had taken the pre- 
caution of covering it with a waterproof dressing. 
Three weeks later the lesion was crusted over but 
not completely healed. From a broth-soaked swab 
rubbed over the area, a scanty growth of coagulase- 
positive micrococci was obtained. The micrococci 
isolated from the 6 patients and from the surgeon’s 
furuncle all had the characteristic grayish-white 
colonial appearance and were found to be the same 
phage type, namely, 52A/79. 

Other similar outbreaks may well have occurred 
without their existence or source being recognized. 
Micrococcic skin infections are common, especially 
in hospital staff. Because of the mildness of the 
associated systemic illness, few surgeons with skin 
infections are willing to forgo operating. It was 
shown that covering the lesion may not prevent 
fatal infection. The risk of dangerous contamina- 
tion is so great that no surgeon should operate with 
a micrococcic infection of the arms or hands. 


Treatment of Tuberculous Coxitis by Aminosali- 
cylic Acid and Streptomycin. I. I. Kon. Khirurgiya 
33:90-97 (No. 9) 1957 (In Russian) [Moscow]. 


The course of tuberculous coxitis was studied in 
191 children in a sanatorium. Administration of 
streptomycin and aminosalicylic acid in 129 pa- 
tients demonstrated that the course of the process 
is more favorable with this therapy. The treatment 
resulted in limitation of the process within 3 to 6 
months, with shortening of the active period of the 
disease. Resolution of abcesses took place more 
rapidly, and the fistulas healed. Satisfactory effect 
was achieved in babies. Both streptomycin and 
aminosalicylic acid were well tolerated by the chil- 
dren. Best effect was attained by prolonged, un- 
interrupted administration of antibacterial drugs 
until complete subsidence of the active process. 
The daily dose of streptomycin was 0.02-0.03 Gm. 
per kilogram of body weight. The total dose varied 
from 60 to 200 Gm., depending on the age of the 
patient and on the process itself. 


Local Intravenous Penicillin Therapy in Suppura- 
tive Conditions of Fingers, Wrist, and Foot. Kk. N. 
Gubar. Khirurgiya 33:43-48 (No. 9) 1957 (In Rus- 


sian) [Moscow]. 


The author reports on 350 patients with suppura- 
tive conditions of the wrist, fingers, and foot. The 
treatment consisted of local intravenous infusion 
of 200,000 to 300,000 units of penicillin in 20 to 40 
ce. of 0.5 solution of novocain. The infusion is 
introduced into a vein below a tourniquet. This 
method insures a high concentration of penicillin 
in the infected field and the analgesic effect of 
novocain. The treatment brings about a rapid dis- 
appearance of pain and of inflammatory process 
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and a rapid healing. Necessary operative interven- 
tions did not require narcosis. The method can be 
easily practiced in dispensary. 


PEDIATRICS 


Results of Treatment of Tuberculous Meningitis 
Since the Utilization of Cortisone. C. Sarrouy, 
F. Gillot, A. Raffi and others. Pédiatrie 12:719-728 
(No. 7) 1957 (In French) [Lyon, France]. 


Of 16 children with tuberculous meningitis re- 
ported on in this paper, 11 were less than 4 years 
old. Only cases in which the diagnosis was estab- 
lished beyond a doubt were included. Hormone 
therapy was given in the form of cortisone, hydro- 
cortisone, or prednisone (Metacortandracin). The 
duration and repetition of series of treatment varied 
in individual patients. Ten were benefited by a 
single series of treatments, which in 8 lasted from 
10 to 15 days and in 2 from 20 to 25 days. Six pa- 
tients received from 2 to 5 series of treatments, 
separated by intervals ranging from a week to a 
month. The time of onset of hormone treatment 
also varied; in 6 it was instituted secondarily, after 
the classical treatment, and in 10 it was begun at 
once, as soon as the diagnosis had been confirmed. 

Antibiotic therapy consisted of daily injections of 
streptomycin and the oral or rectal administration 
of large doses of isoniazid every second day. The 
patients received systemic treatment, and local 
therapy in the form of intraspinal injection of anti- 
biotics or of antibiotics and hormones was added 
to the systemic therapy in only 8 of the patients; 
the local injections were always few in number. 
Five of the patients died and 11 survived. The 
authors stress the efficacy of the combination of 
antibiotics and of hormone therapy. This changes 
the course of the disease, shortens the length of 
the stay in the hospital, controls the relapses, and 
prevents spinal fluid blockage. No accident due to 
this treatment was noted. Combination therapy 
should be started early. Repeated series of treat- 
ment can be given if necessary. The results show 
that treatment with cortisone may change the 
prognosis of the disease in very young children 
and that it is particularly effective in children in 
whom tuberculous meningitis is associated with 
miliary pulmonary lesions. 


Congenital Absence of the Pulmonary Artery Asso- 
ciated with Cor Triloculare Biatriatum. Y. E. Chun. 
Pennsylvania M. J. 60:1457-1458 (Nov.) 1957 [Har- 
risburg]. 


Twenty cases of congenital absence of the pul- 
monary artery were collected from the literature; 
the right pulmonary artery was absent in 12, the 
left pulmonary artery was absent in 6, and there 
was total absence of the common pulmonary artery 
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in 2. The author reports a third case in a newborn 
male infant in whom marked cyanosis developed 
24 hours after a normal delivery. The infant had 
labored respiration and a respiratory grunt. He 
received continuous oxygen therapy and penicillin. 
There was no improvement, and he died 48 hours 
after birth. Autopsy revealed absence of the com- 
mon pulmonary artery and a 3-chambered heart, 
with 2 atria and 1 ventricle. The orifice of the 
truncus communis was guarded by 3 semilunar 
valves. The ductus arteriosus was absent. Exami- 
nation of the remaining viscera revealed no mal- 
formations and no abnormalities. 

Manhoff and Howe divided the anomalies of the 
pulmonary artery into 4 groups according to the 
site of origin of the pulmonary vessels. Group 1 
comprises cases in which the lungs are supplied 
by arteries arising from the ascending aorta; the 
author’s case belonged to this group. Group 2 
comprises cases in which the lungs are supplied 
by arteries arising from the arch of the aorta. Cases 
in which the lungs are supplied by arteries arising 
from the descending aorta—brachial artery—belong 
to group 3, and those in which the lungs are sup- 
plied by arteries having other anomalous origin 
belong to group 4. One of the 2 cases with absence 
of the common pulmonary artery reported in the 
literature belonged to group 3, and 1 belonged to 
group 4. The possible embryonic development of 
the anomaly of the pulmonary artery is discussed. 


Acellular Bacterial Antigen Complex (Hoffmann) in 
the Treatment of Children with Recurrent Respira- 
tory Infections and Infectious Asthma. J. E. Gundy. 
J. Pediat. 51:516-526 (Nov.) 1957 [St. Louis]. 


Twenty-five children between the ages of 2'2 
and 14 years were treated with injections of acellu- 
lar bacterial antigen complex preparation made 
according to the method of Hoffmann. All of these 
children had frequent recurrent respiratory infec- 
tions, and 17 of them had attacks of bronchial 
asthma associated with infections. All of the chil- 
dren had previously been treated symptomatically 
with sulfonamides, antibiotics, and antihistaminic 
drugs; 13 of the children had previously been 
treated with commercially obtainable cellular vac- 
cines or autogenous vaccines for 1 to 7 years. Three 
varieties of acellular bacterial antigen complex 
preparations (B. A. C.) were given. Thirteen children 
were treated with autogenous B. A. C. prepared 
from organisms isolated from various foci of infec- 
tion and exudates in the respective patients; 6 
children were treated with respiratory B. A. C. 
prepared from freshly isolated virulent cultures of 
streptococci, micrococci, pneumococci, B. coli, 
Neisseria catarrhalis, and Hemophilus influenzae, 
all obtained from active infections and stock strains 
of hemolytic and nonhemolytic streptococci; and 6 
patients were treated with pooled stock B. A. C. no. 
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1. Inoculations were given by the intradermal route 
routinely every 4 to 5 days for 4 weeks, once weekly 
for 4 weeks, biweekly, and then monthly, or booster 
injections were given when indicated for prophy- 
laxis. The interval between injections and the length 
of treatment were adapted to the individual pa- 
tient. After skin testing with 0.01 cc., treatment 
was commenced with a dose of 0.02 cc. intrader- 
mally and this dose was maintained throughout 
the treatment. All patients were treated for periods 
of 11 to 20 months. 

Results were excellent in 8 children, very good 
in 11, good in 4, and good but inconclusive in 1; 1 
patient was a therapeutic failure. The use of this 
new type of antigen complex reduced the fre- 
quency and severity of respiratory infections in 
these children and brought about a reduction in the 
incidence and severity of asthma after these infec- 
tions. Reactions to B. A. C preparations which oc- 
curred in a few patients were mild and were 
subsequently eliminated by dilution of the antigen. 
Acellular bacterial antigen complex preparations 
are superior to ordinary cellular vaccines not only 
in the stimulation of immunity and rapidity of 
effective response but also in lack of untoward 
reactions. Acellular bacterial antigen complex ther- 
apy has permitted the elimination of antibiotic 
therapy except in a few patients with acute in- 
fections. 


Observations of Antistreptolysin-O, C-Reactive Pro- 
tein and Electrophoretic Protein Patterns in Ma- 
ternal and Neonatal Sera. R. L. Nemir, P. H. Roberts 
and S. Barry-LeDeaux. J. Pediat. 51:493-501 (Nov.) 
1957 [St. Louis]. 


The serums of 44 parturient women and of their 
normal, full-term newborn infants were studied. 
The antistreptolysin-O titer of the newborn infant 
was usually equal to or greater than that of the 
mother. The mean titer for the mother was 71.5 
and for the infant, 91.2. There appears to be a posi- 
tive correlation between the titer of related mother 
and infant, especially when the range is 100 units 
or below. A positive C-reactive protein titer was 
found in all except 8 mothers, with 81.8% of the 
titers being positive. All but 3 of the 14 cord blood 
specimens were negative for this reaction. In con- 
trast, 13 of the 30 infants’ venous specimens were 
positive (43.3%). There would appear to be no 
transferral of C-reactive protein across the placen- 
tal membrane. The electrophoretic patterns re- 
vealed a decrease in maternal albumin to levels 
lower than that of the normal adult and much lower 
than that of the infant. The relative concentrations 
of maternal alpha and beta globulins were higher 
than normal adult values. The gamma globulin 
fractions of mother and infant were about equal. 
There was no correlation between antistreptoly- 
sin-O titer and gamma globulin reading. The high 
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levels of C-reactive protein and alpha and beta 
globulins that normally exist in pregnancy may be 
interrelated. Nevertheless, the authors conclude, 
the C-reactive protein is reflected in the alphas 
component. 


A Survey of the Incidence of Resistance to Anti- 
biotics in Bacteria Isolated in a Children’s Hospital. 
T. E. Roy, A. M. Collins, G. Craig and I. B. R. 
Duncan. Canad. M. A. J. 75:844-850 (Nov. 1) 1957 
[Toronto]. 


The increase in antibiotic-resistant strains of 
bacteria and its relationship to the use of anti- 
biotics in a community is a well-documented phe- 
nomenon. The situation varies from 1 country to 
another and, in any 1 area, from 1 hospital to an- 
other. The amount of antibiotic used seems to be 
of primary importance among the factors respon- 
sible for these differences. It might be expected 
that conditions would be roughly the same in most 
large general hospitals in Canada, but the Hos- 
pital for Sick Children in Toronto, which admits 
only children, differs in several ways from hospitals 
for adults. It serves a much wider area, and the 
high incidence of childhood infections has led to a 
much more widespread use of antibiotics in chil- 
dren than in adults. For this reason an analysis has 
been made of the large numbers of sensitivity tests 
done during the past 5 vears. When tested by the 
3-disk technique, approximately 65% of micrococci 
(staphylococci) from inpatients were resistant to 
penicillin, 40% to streptomycin, 4% to chloram- 
phenicol, and under 1% to bacitracin in each of the 
5 vears 1952-1956. The incidence of tetracycline- 
resistant strains rose from 17% in 1952 to 39% in 
1956, and over the 5 vears there was an increase 
in erythromycin-resistant strains to 8%. By 1956 the 
strain most frequently isolated from inpatients was 
one resistant to penicillin, streptomycin, and tetra- 
cvcline. 

Micrococci from outpatients showed a significant- 
lv lower incidence of resistant strains than those 
from inpatients. Strains of Escharichia coli and 
Proteus mirabilis resistant to streptomycin and 
chloramphenicol were relatively infrequent, but 
resistance to the tetracyclines was more common. 
Antibiotic resistance has not yet developed among 
intestinal commensal E. coli in the general popu- 
lation in the area reported on. Pseudomonas aeru- 
ginosa was usually sensitive only to polymyxin B. 
Hemolytic streptococci (Lancefield group A) and 
pneumococci remained uniformly sensitive to peni- 
cillin, the tetracyclines, and chloramphenicol; 
Hemophilus influenza was still fully sensitive to 
chloramphenicol and the tetracyclines. Cross- 
resistance to the tetracyclines appeared by the disk 
test to be complete with M. pyogenes, P. mirabilis 
and Ps. aeruginosa; with E. coli and certain other 
Gram-negative bacilli, the higher incidence of re- 
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sistance to chlortetracycline than to oxytetracycline 
and tetracycline may have been due largely to 
technical reasons in the test. The authors believe 
that the 3-disk test is satisfactory for most clinical 
purposes, but significant errors may arise if a 1-disk 
test is used. 


A Goitrogenic Factor in Milk. F. W. Clements. M. J. 
Australia. 2:645-646 (Nov. 2) 1957 [Sydney]. 


The author refers to an earlier report which led 
to the hypothesis that a significant amount of the 
goiter in Tasmania was due to the action of an 
unknown substance present in the milk of cows 
fed on chou-moellier, 1 of the Brassicae. This paper 
presents a summary of the results of the observa- 
tions and investigations since then in order to rec- 
oncile this hypothesis with the theory that iodine 
deficiency is the cause of endemic goiter and to 
consider the clinical implications. The results are 
reported of 2 goiter surveys of Tasmanian school 
children made at an interval of 5 years. In this 
interval, a high percentage of school children had 
been given each week a tablet containing 10 mg. 
of potassium iodide. Instead of a reduction in the 
incidence of goiter, there was a marked increase 
in some districts, while in others a significant re- 
duction had occurred. 

Epidemiological surveys had suggested that milk 
from cows fed on chou-moellier should be investi- 
gated. Laboratory tests demonstrated that 3 pints 
of milk from such cows, consumed in about half 
an hour, depressed the uptake of radioactive iodine 
in adult males in much the same manner as did the 
thiouracil group of drugs. There is evidence that in 
addition to chou-moellier some of the cruciferous 
weeds, such as swine cress and shepherd’s purse, 
also produce a goitrogen in cow’s milk. In this con- 
nection the author cites a heavy loss of lambs, as 
stillbirths and as neonatal deaths, which was traced 
to gross enlargement of the thyroid producing 
mechanical suffocation. The goiters appeared to be 
associated with consumption by the ewes, in the 
last 4 to 6 weeks of pregnancy, of a cruciferous 
weed known as “carrot weed.” Two species of weed 
were involved, the common crowsfoot (Erodium 
cicutarium) and long storkbill (Erodium botrys). 

The author believes that superimposed on the 
iodine deficiency in Tasmania there is a goitrogenic 
substance which operates more strongly in some 
areas than in others. This hypothesis offers an ex- 
planation for the “epidemics” of endemic goiter. 
For many years it has been the practice in recog- 
nized goitrous areas to recommend additional 
iodide, especially for children and for expectant 
and nursing mothers. The author is concerned with 
the procedures that may be followed in a child 
with symmetrical, uniform enlargement of the 
thyroid who lives in a goitrous area. The common 
practice is to prescribe iodine. In view of the fact 
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that iodine therapy is not always effective, the 
author recalls the experience of Greer and Astwood, 
who treated simple goiter with thyroid extract in 
daily doses of 2 or 3 grains. They found that, ex- 
cept when a nodule was present, the goiter dis- 
appeared. The exogenous hormone depresses the 
thyrotropin of the pituitary, and the thyroid under- 
goes involution. These experiences raise the ques- 
tion of whether the thyroid extract is not to be 
preferred to iodide in the treatment of the simple 
endemic goiter. 


THERAPEUTICS 


L-Noradrenaline in Myocardial Infarction. T. R. 
Littler and C. S. McKendrick. Lancet 2:825-827 
(Oct. 26) 1957 [London]. 


Levarterenol bitartrate (l-norepinephrine) is con- 
sidered by many workers to be the drug of choice 
in treatment of shock after myocardial infarction. 
The view is widespread that its value is enhanced 
by the absence of any central effect on the myo- 
cardium. Experiments on healthy rhesus monkeys 
and dogs which were anesthetized and were given 
epinephrine, levarterenol, or other pressor agents 
showed that levarterenol, although it is undoubted- 
ly a most potent pressor agent, had an irritative 
effect on the myocardium of these animals, in whom 
serious cardiac arrhythmias were produced and 
were probably initiated by way of the vagus nerve. 
Twenty-two patients in a state of severe shock with 
myocardial infarction were given levarterenol; 4-64 
ce. of the drug was added to 540 cc. of either 
isotomic sodium chloride solution or 5% dextrose in 
aqueous solution and given by slow intravenous 
infusion. Direct electrocardiographic recordings 
were made during the treatment. Results were dis- 
appointing. A pressure response was obtained in 
only 10 of the 22 patients. One of these was kept 
alive with an ever-increasing dosage of levarterenol, 
only to die after 8 days. Twelve patients did not 
show any pressor response. None of the 22 patients 
survived. Arrhythmias were observed in 4 patients. 
Experimental and clinical studies thus demon- 
strated the tendency of levarterenol to produce 
cardiac arrhythmias. It is suggested that, in view 
of the dangers of producing arrhythmias, electro- 
cardiographic supervision should be adopted if this 
drug is to be used in the treatment of cardiogenic 
shock. 


Corticosteroid and Tuberculosis. C. Y. Bland. Brit. J. 
Tuberc. 51:379-381 (Oct.) 1957 [London]. 


The author reports on 39 male patients with 
active tuberculosis who received prednisolone 
simultaneously with tuberculostatic therapy. The 
dosage of streptomycin was 1 Gm. daily (to the 
more seriously ill patients) or 1 Gm. 3 times a week, 
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of isoniazid, 6-10 mg. per kilogram of body weight 
daily, and of aminosalicylic acid, 12 Gm. daily. Two 
or 3 of these drugs were given at the same time. 
The dosage of prednisolone was 15 mg. daily, ex- 
cept for the very ill patients to whom 20 or 30 mg. 
daily were given at first, this being later reduced 
to 15 mg. daily. The 39 patients were of 3 groups. 
First, there were 4 patients in the hypersensitive 
group. They were ill with pyrexia, prostration, 
marked anorexia, anemia, and a~high erythrocyte 
sedimentation rate, and all had a history of sudden 
onset. All had Mycobacterium tuberculosis in their 
sputum, as well as the characteristic mottling of 
fibrocaseous tuberculosis and the characteristic ap- 
pearances of cavitation. Shadows indicate a more 
edematous exudation that is usual in fibrocaseous 
disease and are regarded as signs of hypersensi- 
tivity. 

The second group comprised 9 patients who 
were acutely ill. All had tubercle bacilli in the 
sputum, and the disease had been present for at 
least 6 months. The 26 patients of the third group 
had chronic tuberculosis. They appeared to be 
well, but roentgenologic examination revealed all 
types of chronic fibroid or fibrocaseous tubercu- 
losis, showing cavities large and small with thin 
and thick walls, many of the tension type. All had 
had tuberculostatic therapy for periods of 2 to 12 
months before the addition of the corticosteroid. 
Observations on these 3 groups of patients con- 
vinced the authors that the use of corticosteroid 
with tuberculostatic therapy has no other purpose 
than (1) to suppress the state of hypersensitivity to 
the bacillus or its products, (2) to suppress hyper- 
sensitivity of the patient to the tuberculostatic 
drugs, and (3) to improve resistance indirectly by 
ameliorating the stress of toxemia. 


Influence of Cortisone and Prednisone on Blood 
Coagulation. $. Caltabiano and M. A. Cagianelli. 
Minerva med. 48:2825-2833 (Sept. 5) 1957 (In Ital- 
ian) [Turin, Italy]. 


Changes in the blood coagulation time due to 
cortisone and prednisone treatment were studied 
in 18 patients between 17 and 64 years of age with 
chronic and subacute arthropathy. Eight patients 
were given cortisone in doses of 100-200 mg. per 
day, and 10 patients were given 10-20 mg. of 
prednisone per day, both administered orally for a 
period of 20 days. These 2 steroids were found to 
exert a slight effect on the prothrombin time. The 
coagulation time of blood decreased progressively, 
though moderately; the lowest decrease, 3.5 min- 
utes, being observed in 1 patient. No indication of 
possible thrombotic complication was _ evident; 
however, the possibility of such an episode was 
considered to be less in patients who received 
prednisone than in those who received cortisone. 
The response to the hemolytic action of heparin 
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varied in 4 patients who took cortisone and in 4 
patients who took prednisone. In all patients a 
noticeable decrease of response to the hemolytic 
action of heparin occurred after 6 days, which be- 
came more pronounced after 20 days of observation. 

Another group of 20 convalescent or cured per- 
sons was given 1 large oral dosage of cortisone 
(300 mg.) or prednisone (30 mg.) and was observed 
for 48 hours. Of 10 patients who took cortisone, 
blood coagulation time decreased between 4 and 8 
minutes in 2, between 2 and 3 minutes in 3, and 
between one half and 2 minutes in 5 patients. De- 
crease of blood coagulation time was more pro- 
nounced and more uniform in the other 10 patients 
who took prednisone (mean value of over 3 min- 
utes). The response to the hemolytic action of 
heparin decreased markedly in patients who took 
prednisone and moderately in patients who took 
cortisone. The authors suggest the use of moderate 
doses of cortisone or prednisone in steroid therapy. 


A Review of the Prolonged Use of Estrogens and 
Androgens in Postmenopausal and Senile Osteo- 
porosis. P. H. Henneman and S. Wallach. A. M. A. 
Arch. Int. Med. 100:715-723 (Nov.) 1957 [Chicago]. 


Postmenopausal osteoporosis is not generally 
recognized as a common cause for back pain. Even 
when it is recognized and the need for therapy 
appreciated, effective therapy is frequently with- 
held in the belief that osteoporosis is a self-limited 
disease and that hormone therapy is dangerous, 
particularly in regard to stimulation of cancero- 
genesis. It has been the experience of the authors 
that osteoporosis is common in postmenopausal 
women, that it may produce disabling back pain, 
and that estrogen and androgen therapy is effective. 
They believe that postmenopausal and senile osteo- 
porosis accounts for the frequent occurrence of 
thoracic kyphosis and of fractured wrists and hips 
after only moderate trauma in middle-aged women 
and in senile persons. The characteristic radiologic 
features of osteoporosis involving the spine are (1) 
collapse of vertebral bodies with anterior wedging, 
(2) expansion of the intervertebral disks, (3) in- 
creased contrast between the density of the end- 
plates and the density of the substance of the 
vertebral bodies, (4) decreased radiodensity of 
bone, and (5) increased trabecular markings. De- 
creased radiodensity of bone alone is not a reliable 
sign of osteoporosis, since the apparent bone den- 
sity on a radiograph depends on the thickness of 
the patient’s soft tissues, the amount of x-ray used, 
and the physical characteristics of film develop- 
ment. 

Osteoporosis is not favorably influenced by in- 
creased intake of calcium or vitamin D. The most 
important factor in stimulation of osteoblastic ac- 
tivity and maintenance of bone structure is physical 
activity. Hence, immobilization in a cast or in a 
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back brace, while it may give temporary relief from 
the pain of an acute fracture, tends to diminish 
further the rate of bone formation and to intensify 
the degree of osteoporosis. Patients with postmeno- 
pausal and senile osteoporosis should be encour- 
aged to maintain activity to the point of discomfort. 
The authors recommend the following program of 
estrogen therapy for postmenopausal osteoporosis: 
from 1 to 3 mg. of diethylstilbestrol given daily for 
4 or 5 weeks, discontinued for 7 to 10 days, then 
resumed in a cyclical fashion. Such intermittent 
estrogen therapy is necessary to prevent the de- 
velopment of metropathia hemorrhagica. It also 
mimics the normal cyclical pattern of estrogen 
secretion and avoids the continuous estrogen secre- 
tion seen in patients with granulosa-cell tumors, 
with the associated high incidence of cervical and 
endometrial carcinoma. In patients with poor toler- 
ance for diethylstilbestrol the authors substituted 
Premarin (conjugated estrogenic substances). They 
do not routinely administer testosterone to post- 
menopausal women, since it may produce mascu- 
linization, with deepening of the voice, facial 
hirsutism, acne, and excessive stimulation of libido. 
They add testosterone therapy to estrogen therapy 
only in the senile, severely debilitated, anorec- 
tic, or extremely osteoporotic person. Senile men 
with osteoporosis are treated with 30 mg. of methyl- 
testosterone daily by Linguet or buccal tablet. In a 
series of approximately 200 postmenopausal women 
treated with estrogen for 1 to 20 years the progress 
of osteoporosis was arrested in nearly all instances, 
as judged by measurements of total height and by 
radiographic examination of the spine. The inci- 
dence of carcinoma of the breast, cervix, and endo- 
metrium was low in this treated group; this should 
allay the fear that prolonged estrogen therapy pro- 
duces cancer of these tissues in women. 


Present Concepts of Steroid Therapy in Virilizing 
Adrenal Hyperplasia. R. M. Blizzard and L. Wil- 
kins. A. M. A. Arch. Int. Med. 100:729-738 (Nov.) 
1957 [Chicago]. 


This paper summarizes the present concepts con- 
cerning the pathogenesis and differential diagnosis 
of virilizing adrenal hyperplasia and the results of 
treatment with cortisone and some of the newer 
closely related steroids. There are 3 types of viriliz- 
ing adrenal hyperplasia: (1) virilization with salt- 
losing symptoms, (2) virilization with hypertension, 
and (3) virilization without other manifestations. 
These individual types are attributed to deficiencies 
of various enzymes necessary for synthesis of ace- 
tate and cholesterol to hydrocortisone. Adrenal 
hyperplasia and excessive virilization result al- 
though relative hydrocortisone deficiency exists. 
Eighty-seven patients with virilizing adrenal hy- 
perplasia have been observed since 1950, when 
Wilkins and others introduced cortisone treatment 
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to suppress the hyperplastic adrenal. Sixty-eight 
(78%) of the 87 patients were female pseudoher- 
maphrodites. It is probable that this does not repre- 
sent the true sex distribution, as the diagnosis is 
made more readily in females, while males often 
die in infancy from salt loss before the true nature 
of the disorder is suspected. Thirty, or approxi- 
mately one-third, of the patients had symptoms 
indicating salt loss. 

Seventy-five of the patients, 65 children and 10 
adult females, have been treated in the clinic of 
these authors. The impression was gained that 
treatment as proposed by Wilkins et al. initially, 
utilizing cortisone and desoxycorticosterone and 
salt when indicated, remains the treatment of 
choice, although prednisone (Meticorten), depot 
cortisone, fludrocortisone (9a-fluorohydrocortisone), 
and QYa-chlorohydrocortisone also have been ulti- 
lized. Adequate therapy as measured by suppres- 
sion of urinary 17-ketosteroid excretion, inhibition 
of virilization, and restoration of normal physical 
and skeletal growth has permitted these patients 
to develop as normal children and adults. 


Effect of Sitosterol on the Concentration of Serum 
Lipids in Patients with Coronary Atherosclerosis. 
F. P. Riley and A. Steiner. Circulation 16:723-729 
(Nov.) 1957 [New York]. 


The changes in serum lipid concentrations during 
the oral administration of a 20% liquid suspension 
of mixed B-sitosterol and dihydro-f-sitosterol (Cy- 
tellin) to 7 hospitalized and 6 ambulatory patients 
with coronary atherosclerosis were studied. Three 
patients had associated xanthomatosis. The drug 
was given before each of the 3 daily meals in 
divided doses, totaling 19 to 52.5 Gm. per day. The 
duration of sitosterol administration varied from 1 
to 6 months. The serum total cholesterol concen- 
tration decreased during the period of sitosterol 
therapy. There were 18 periods of sitosterol feeding 
in the 10 patients without associated xanthoma- 
tosis; the fall in the serum cholesterol level was 
statistically significant in only 9 of the 18 periods. 
In the 3 patients with xanthomatosis and coronary 
atherosclerosis, the serum cholesterol level fell 
significantly but rebounded toward control values 
after 6 to 9 weeks, despite the maintenance of the 
sitosterol regimen. The fall in the mean serum total 
cholesterol level was more impressive in this latter 
group of patients in which the initial serum total 
cholesterol values were higher. The effect of sitos- 
terol on the neutral fat and total lipid levels of the 
serum was variable. The cholesterol/phospholipid 
ratio tended to remain unchanged throughout the 
study. Results obtained in this clinical study indi- 
cate that further observations are necessary in order 
to demonstrate that the fall in the serum choles- 
terol level coincident with sitosterol ingestion is 
greater than the fluctuation of the serum cholesterol 
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levels that occurs in patients with coronary athero- 
sclerosis, i. e., that it is not due to the lability of 
the serum lipids in these patients. 


Use of Long-acting Adrenocorticotropic Hormone 
(ACTH) for Prevention of Adrenal Atrophy Follow- 
ing Treatment with Cortisone or Prednisone. F. 
Vaccari and G. Onesti. Minerva med. 48:2959-2964 
(Sept. 19) 1957 (In Italian) [Turin, Italy]. 


The authors studied the functional changes in 
adrenal glands in 24 patients who had been treated 
with prednisone or cortisone. The patients received 
2 courses of steroid therapy, each of the same dura- 
tion. Cortisone or prednisone in individualized dos- 
ages were given to the patients in the first course 
of the treatment. Long-acting adrenocorticotropic 
hormone (ACTH) was added to these 2 drugs in 
the second course. Decrease of the adrenal func- 
tion was observed in patients receiving solely 
cortisone or prednisone after only 1 week. No im- 
pairment of adrenal function was manifest in pa- 
tients who received combined treatment with 
cortisone or prednisone and 2 to 3 vials a week of 
long-acting corticotropin. It seems that this hor- 
mone corrects the adrenal function even in patients 
who had been given cortisone or prednisone for a 
prolonged period of time. The result of the Thorn 
test for adrenal function in 2 patients who pre- 
viously had been taking prednisone for 30 days 
showed return to the normal values after the first 
week of the combined hormonal therapy, which 
included 30 units of long-acting corticotropin. 
Twenty units of long-acting corticotropin proved 
to be more effective in preventing adrenal atrophy 
than 100 units of the ordinary corticotropin. This 
permits the use of a smaller dosage and requires 
fewer injections. Administration of long-acting 
corticotropin produced no inhibitory influence on 
pituitary body. 


Treatment of Lupus Erythematosus with Chloro- 
quine: Comparison of Effectivity of Chloroquine 
and Mepacrine. J. W. Christiansen. Ugesk. leger 
119:1360-1367 (Oct. 17) 1957 (In Danish) [Copen- 
hagen]. 


Chloroquine is regarded as essentially more effec- 
tive than Mepacrine in the treatment of lupus 
erythematosus. Unlike Mepacrine, it does not cause 
yellow coloring of the skin or disturbances in per- 
spiration. Severe cases of dermatitis, observed in 
about 5% of the patients treated with Mepacrine, 
were not seen on treatment with chloroquine. The 
number of dyspeptic symptoms appears to be 
slightly higher on treatment with chloroquine but 
are less severe. Psychic or nervous disturbances, 
not noted after use of Mepacrine, are frequent on 
chloroquine treatment; they disappear on reduction 
of the dosage or after brief pause in the treatment. 
The side-effects are, on the whole, less serious with 


chloroquine, possibly because this agent tends less 
to be bound in the parenchymatous organs. With 
both substances the frequency of recurrence is high. 
The better results of treatment with chloroquine 
may be related to its lower toxic properties, making 
possible longer continued and higher dosage than 
with Mepacrine. Both substances have a marked 
symptomatic effect on lupus erythematosus and 
must be considered as the most effective weapons 
against the localized form of the disease. 


The Effects of Early Isoniazid Treatment in Experi- 
mental Guinea Pig Tuberculosis. L. R. Peizer, A. D. 
Chaves and D. Widelock. Am. Rev. Tuberc. 76:732- 
751 (Nov.) 1957 [New York]. 


Six groups of 60 guinea pigs each were infected 
with virulent tubercle bacilli and were given inten- 
sive treatment with isoniazid, either at the time of 
challenge or soon after, under various experimental 
conditions. The drug was administered by intra- 
peritoneal injection in doses of 5 mg. per 100 Gm. 
of body weight dissolved in distilled water. All of 
the treated animals received the isoniazid injection 
3 times a week. Isoniazid did not prevent the de- 
velopment of tuberculous infection, but was highly 
effective in controlling it. The results of early treat- 
ment with isoniazid were profoundly influenced by 
the size of the infecting inoculum, the tuberculous 
infection being most effectively controlled in the 
group of animals which received the smaller of the 
2 inoculums used. Pretreatment had no appreciable 
advantage over treatment started simultaneously 
with infection. A delay of 14 days in starting the 
treatment, however, had a decidedly unfavorable 
effect. In the animals massively inoculated, treat- 
ment for 6 weeks was definitely inferior to treat- 
ment for 12 weeks; treatment continued for 50 
weeks had no outstanding advantage over that 
given for only 12 weeks. 

Of 246 treated animals which were alive 36 
weeks after the primary infection, 35 (14%) had 
negative skin reactions to tuberculin at the time 
they were killed. Two hundred eleven (86%) of the 
246 animals survived with persistently positive re- 
actions to tuberculin; 34 (14%) of these had cul- 
turable tubercle bacilli in their organs after they 
had been killed. Of 126 infected and treated guinea 
pigs from which tubercle bacilli were isolated after 
death or after they had been killed, 55 (44%) har- 
bored in their organs bacilli with some degree of 
resistance to isoniazid. Treated guinea pigs which 
survived a first infection showed an increased im- 
munity to a second challenge. The animals which 
were tuberculin positive at the time of reinfection 
showed appreciably more immunity than those 
which were tuberculin negative. 

These findings indicate that, under the experi- 
mental conditions described, early administration 
of enormous doses o* isoniazid cannot be depended 
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on to eradicate a tuberculous infection, to prevent 
the rapid emergence of drug-resistant tubercle 
bacilli, or to permit safely the development and the 
maintenance of a high degree of acquired immunity 
in guinea pigs. Widespread administration of isonia- 
zid to population groups at a low risk of the occur- 
rence of significant tuberculosis is not justified 
without a more careful appraisal of the potential 
hazards of such a practice. 


OPHTHALMOLOGY 


Use of a Thiophosphinyl Quarternary Compound 
(217-MI) in Treatment of Glaucoma. |. H. Leopold. 
P. Gold and D. Gold. A. M. A. Arch. Ophth. 58:363- 
366 (Sept.) 1957 [Chicago]. 


Fifty-eight patients with 101 glaucomatous eves 
were treated during a 9-month period by instillation 
of 2-diethoxyphosphinylthioethyltrimethylammoni- 
um iodide (217-MI; 217-methyl iodide) into the 
eves. The dose of the drug varied for each indi- 
vidual patient. Three concentrations were utilized, 
namely 0.5%, 0.25%, and 0.1%. Instillations varied 
from twice weekly to twice daily. Glaucoma was 
successfully controlled with 217-MI therapy in 73 
eves. In 28 eves the treatment was recorded as 
failing. Every patient had been treated previously 
with other miotic agents, with or without supple- 
mentary administration of acetazolamide (Diamox). 
before 217-MI was initiated. In 31 eves glaucoma 
was controlled both by previous therapy and by 
217-MI. Glaucoma in 42 eyes, which was uncon- 
trolled by previous therapy, was controlled by 
217-MI; in 20 eyes glaucoma was controlled by 
previous therapy and treatment with 217-MI was 
considered a failure. Glaucoma in 8 eyes was un- 
controlled with either previous therapy or 217-MI. 
The percentage of eyes successfully treated with 
217-MI was much higher in wide-angle glaucoma 
and aphakic glaucoma than in narrow-angle glau- 
coma. Diurnal fluctuations in intraocular pressure 
were notably less in the patients whose glaucoma 
was controlled with 217-MI than with previously 
employed miotics. 

The compound 217-MI is a powerful anticholines- 
terase agent which does not permeate the blood- 
brain barrier. It is water soluble and stable, which 
adds to its applicability. Although 217-MI is not 
the ideal miotic for all antiglaucomatous therapy, it 
has definite attributes which entitle it to a signifi- 
cant trial in the antiglaucomatous armanentarium, 
especially in the treatment of wide-angle and 
aphakic glaucoma. It will lower intraocular pressure 
in some eyes in which pressure has not been con- 
trolled by combinations of local miotics and system- 
ically administered acetazolamide. The duration of 
action of 217-MI favorably influences diurnal fluctu- 
ations and reduces the necessity of frequent instilla- 
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tions. The 0.25% and 0.1% concentrations of 217-MI 
in isotonic sodium chloride solution are stable in- 
definitely at 5 C and show slow diminution in 
activity at room temperature. No instances of der- 
matitis and conjunctivitis due to repeated use of 
217-MI were observed. As with other strong mi- 
otics, the use of 217-MI is accompanied by some 
untoward ocular side-effects, namely, blurring of 
vision, brow ache, slight pain in the eve after initial 
administration, and paradoxical precipitous rise in 
intraocular pressure. There were no obvious sys- 
temic effects after ocular administration of 217-MI. 


Electrocardiographic Changes During Ocular Sur- 
gery and Their Prevention by Retrobulbar In- 
jection. R. E. Kirsch, P. Samet, V. Kugel and S. 
Axelrod. A. M. A. Arch. Ophth. 58:348-356 (Sept.) 
1957 [Chicago]. 


Electrocardiography was performed in the op- 
erating room on 50 patients between the ages of 8 
months and 92 years undergoing various types of 
intraocular and extraocular operations with the aid 
of both local and general anesthesia. The types of 
operations included strabismus surgery, enucleation, 
retinopexy and scleral buckling operations for re- 
tinal detachment, cataract extraction, fistulizing op- 
erations for open-angle glaucoma, cyclodialysis for 
aphakic glaucoma, peripheral iridectomy for nar- 
row-angle glaucoma, blepharoplasty, conjunctivo- 
plasty, and tear sac surgery. Significant electrocar- 
diographic changes occurred in 15 (30%) of the 50 
patients, while in the remaining 35 patients (70%) 
no significant electrocardiographic change was 
elicited by any ocular stimulus. The significant elec- 
trocardiographic changes induced were the appear- 
ance of nodal rhythm, marked bradycardia, and, in 
2 patients, temporary cardiac arrest. The ocular 
stimuli found to produce these changes were digital 
pressure on the globe, manipulation of the extra- 
ocular muscles, and direct pressure on the tissue 
remaining in the orbital apex after enucleation. The 
electrocardiographic changes occurred under either 
local or general anesthesia. 

Comparison of the electrocardiographic effects 
of ocular stimulation with the effects of vagovagal 
stimulation by intubation of the trachea in a pa- 
tient undergoing surgical intervention for correction 
of esotropia adduced evidence which indicates that 
ocular stimuli are more provocative of these elec- 
trocardiographic changes than are respiratory tract 
stimuli, i. e., the oculocardiac reflex is more sensi- 
tive than the pulmonocardiac reflex. Complete abo- 
lition of the electrocardiographic changes induced 
by ocular surgery was accomplished in all the 12 
patients in whom a retrobulbar injection of 1% lido- 
caine (Xylocaine) hydrochloride or 2% procaine 
with epinephrine and hyaluronidase was performed 
after demonstration of significant and reproducible 
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electrocardiographic changes. The effect was ob- 
served within 90 seconds after the retrobulbar in- 
jection in every patient. Undesirable effects which 
would make the operation more difficult to perform 
or which might predispose to surgical errors were 
not observed in any of the patients. It is thus 
recommended that a retrobulbar anesthetic injec- 
tion be made a routine safeguarding procedure in 
every operation for strabismus, retinal detachment, 
or enucleation of the eyeball. 


PATHOLOGY 


Tumor of the Islet Cells of the Pancreas not Pro- 
ducing Insulin and Peptic Ulcer. (Zollinger-Ellison 
Syndrome). F. von Planta. Schweiz. med. Wehnschr. 
87:1272-1274 (Oct. 12) 1957 (In German) [Basel., 
Switzerland]. 


The author reports on 2 women, aged 60 and 72 
years, and 1 70-year-old man with Zollinger-Elli- 
son syndrome, which is characterized by the follow- 
ing triad: a tumor of the islet cells of the pancreas 
not producing insulin, gastric hypersecretion with 
corresponding increased total acidity of the gastric 
juice, and a peptic ulcer of the gastrointestinal 
tract. All 3 patients died, and autopsy was per- 
formed at the department of pathology of the 
University of Zurich, Switzerland. Microscopic 
examination of the pancreas showed a tumor re- 
sembling the common islet adenoma, but certain 
differences were recognizable. The tumor was com- 
posed of large, clear cells which were bigger than 
the common beta-cells. There was a distinct tend- 
ency to cavity formation. The finding by other 
workers of the absence of argentaffin granulae in 
the tumor cells was confirmed; it suggests that the 
tumor cells can not be immediately classified as 
alpha-cells. Many workers, therefore, used the term 
delta-cell-adenoma for these tumors. 

The islet cell tumor may be single or multiple; 
about 50% of them are malignant. The peptic ulcer 
is localized in the duodenum (as it was in 2 of the 
3 patients) or in the proximal portion of the jejunum, 
or, more rarely, in the stomach (as it was on the 
lesser curvature in 1 patient). It shows a strong 
tendency to recur. Because of this tendency and 
the frequently malignant character of the islet cell 
tumor, radical surgical therapy is recommended. 
Statistics show that the combined occurrence of 
non-insulin-producing islet-cell tumors and peptic 
ulcer exceeds the probability of mere coincidence, 
in contrast to what has been observed with other 
tumors of the pancreas. Various concepts have been 
proposed concerning the pathogenic relationship 
between the islet-cell tumor and the peptic ulcer. 
It seems most probable that the tumor cells, cor- 
responding to the alpha and beta cells, may secrete 
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a substance possibly of a hormone nature, which 
indirectly or directly stimulates the hypersecretion 
of gastric juice with increased acidity and facilitates 
the occurrence of an ulcer. A relationship with the 
so-called polyadenomatosis is obvious, since 5 of 
the 29 patients reported on by Zollinger and Ellison 
had tumors of the hypophysis or of the adrenal cor. 
tex and 1 of the author's 3 patients had an addi- 
tional adrenocortical adenoma. 


Lipoid Metabolism in Fat Infiltration of the Liver: 
Factors with Anti-Fat Effect. P. H. Pock-Steen. 
Ugesk. lager 119:1261-1268 (Sept. 26) 1957 (In Dan- 
ish) [Copenhagen]. 


Disturbances in the lipoid metabolism manifested 
as fatty infiltration of the liver are discussed in con- 
nection with recent and earlier publications on the 
subject. A blockade of triglyceride hydrolysis is 
regarded as the principal reason for the phenom- 
enon in the 3 main forms of fatty liver: the hypo- 
physogenic, the pancreoprivic, and the choline 
deficiency fatty liver. Fatty infiltration of the liver 
may depend on insufficiency or loss of a pancreatic 
factor which is probably produced in the insular 
tissue and acts in the liver as a co-factor for the 
triglyceride hydrolysis. The production in the pan- 
creas is possibly regulated by an inhibiting anti- 
hormone from the anterior lobe of the hypophysis. 
Coinciding functions of the lipaffine hormone and 
glucagon on the one hand and an analogous gall- 
bladder factor and heparin on the other hand point 
to a biological relationship between these factors. 


Gastric Hypersecretion, Peptic Ulceration and Islet- 
Cell Tumor of the Pancreas (The Zollinger-Ellison 
Syndrome): Report of a Case and Review of the 
Literature. R. M. Donaldson Jr., R. P. vom Eigen 
and R. W. Dwight. New England J. Med. 257:965- 
970 (Nov. 14.) 1957 [Boston]. 


The authors present the history of a 35-year-old 
man with severe gastric hypersecretion and hyper- 
acidity, atypical peptic ulceration, and non-insulin- 
producing islet-cell carcinoma of the pancreas. 
These features are the components of a new clinical 
entity described by Zollinger and Ellison. Twenty- 
one patients in whom there appears to have been 
an association between non-insulin-producing islet- 
cell tumors of the pancreas and peptic ulceration 
have thus far been reported in the literature. Of 
these, 2 cases were observed by Zollinger and 
Ellison, 5 were collected by Ellison in a review of 
autopsy files, 4 were briefly presented by workers 
discussing the paper by Zollinger and Ellison, and 
8 were found in the literature and reviewed by 
Ellison. A study of the original case reports indi- 
cates that another compilation of the clinical data 
in these patients is necessary. The authors are 
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unable to accept as valid the association of non- 
insulin-producing islet-cell tumors and peptic ulcer- 
ation in 5 of the cases in Ellison’s series. 

The number of males and females was about the 
same. While the ages of the patients ranged from 
19 to 78, only 2 were less than 30 years of age. 
Although abdominal pain was a common complaint, 
specific mention of the typical peptic-ulcer pain 
was made in only 6 cases. The peptic-ulcer disease 
in these patients was characterized by the occur- 
rence of multiple ulcerations, atypical location of 
the ulcers, a high rate of ulcer recurrence, and 
frequent deaths from the complications of peptic 
ulcer. Four of the 21 patients had multiple peptic 
ulcerations at the onset. Of the 29 ulcers initially 
found in the 21 patients, 16 were unusual in their 
location. One ulcer was found in the esophagus, 5 
in the second or third portion of the duodenum, 
and 9 in the jejunum. One ulcer was found at the 
duodenojejunal junction. Nineteen patients under- 
went operation during their illness. The 2 patients 
not operated on were both over 75 years of age. 
Seventeen patients were initially operated on for 
complications of peptic ulcer. Only 4 of the 21 
patients were surviving at the last report; the islet 
tumor had been resected in all 4 of these. Of the 
17 deaths, 12 were clearly due to complications of 
the peptic ulcers. 


Evidence, Including in Vivo Observations, Suggest- 
ing Mechanical Blockage Rather Than Reflex 
Vasospasm as the Cause of Death in Pulmonary 
Embolization. W. H. Knisely, J. M. Wallace, M. S. 
Mahaley Jr. and W. M. Satterwhite Jr. Am. Heart J. 
54:483-497 (Oct.) 1957 [St. Louis]. 


A current belief exists that pulmonary emboli can 
cause fatal reflex pulmonary vasospasm and that 
certain animal experiments support this concept. 
The authors used direct in vivo microscopic exami- 
nation, with magnifications from 16 to 900 times 
and quartz rod transilluminations, to study the 
lungs of 66 rabbits and 13 cats during embolization 
with particles of less than 10 to 2,000 » in diameter 
or with air bubbles. These observations were re- 
lated to others, obtained with similar embolization, 
in 67 rabbits, 4 cats, and 12 dogs. The particles 
used in most of the experiments were 50-150 » glass 
beads. The reasons for their use were that (1) par- 
ticles of this size lodged within visible arteries 
make processes associated with their arrest observ- 
able, and (2) these particles are within the range 
which has yielded conflicting results in the past. 

The lethal dose of 50 to 150 » beads was first 
established in awake, intact rabbits and was found 
to be the same in anesthetized, thoracotomized, 
medicated, and vagotomized rabbits. This amount 
of beads was not per se fatally toxic but was 
tolerated if injected over longer periods of time. 
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Unembolized arteries never decreased in diameter; 
rather, either an increase or no change was ob- 
served, with their linear flow rates behaving sim- 
ilarly. Embolized arteries never decreased in diam- 
eter proximal to the plug and did so distally only 
when collateral flow into that segment was marked- 
lv reduced or stopped. Such reductions distal to 
emboli could be misinterpreted as “reflex constric- 
tion.” A white precipitate sometimes embolized 
pulmonary arteries before particles were injected, 
sometimes concomitantly with particles. Similar 
precipitate usually surrounded each bead and fre- 
quently bound several into large masses. A similar 
material “grew” on lodged emboli and thereby 
further mechanically blocked flow. The fatal “lobar” 
injection of beads showed at autopsy that scatter 
to all lobes had occurred. The best interpretation 
of the cause of death from these emboli is that they 
mechanically blocked the pulmonary vessels. No 
observation necessitated the invocation of reflex 
vasconstriction for its explanation. 

Additional experiments made on mesenteric veins 
of laparotomized rabbits showed that precipitate 
formed immediately on beads, stuck beads together, 
and formed slowly on catheter tips. In vivo obser- 
vations on lungs at varying times after sublethal 
embolization demonstrated progressive clearing of 
induced precipitate and exclusion of beads and 
Lycopodium spores from the blood vessels. Barium 
sulfate and starch granules which had been re- 
ported by other workers to cause embolic reflex 
pulmonary vasconstriction were injected intrave- 
nously; it was shown that they can pass through the 
lungs of rabbits, cats, and dogs. By rough calcula- 
tion and reference to the anatomy of the dog, it 
was shown that the lethal dose of 50 to 150 » beads 
for rabbits represents a large embolic potential. 

A review of the literature on animal experiments 
relevant to the hypothetical reflex revealed that it 
is largely an accumulation of negative evidence, 
particularly so for all but small particles. The fol- 
lowing observations are relevant to interpreting re- 
sults obtained with such materials: fine particles 
can pass through the lung, can represent a large 
cross-sectional area, can cause hemolysis, can evoke 
the formation of a precipitate in their surface, can 
stick together, can flow backwards around a cath- 
eter and embolize uncatheterized lobes, can enter 
the tips of pulmonary arteries in which the forma- 
tion of additional precipitate proximally directly 
blocks off more flow, and can be “removed” from 
pulmonary vessels after a period of time. The clini- 
cal and pathological literature on human pulmonary 
embolism emphasizes that fatal outcome is usually 
caused by massive mechanical blockage, although 
lesser emboli may be found in the presence of other 
debilitating disease. The authors believe that me- 
chanical blockage is the cause of death in pul- 
monary embolization. 
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BOOK REVIEWS 


A Text-Book of X-Ray Diagnosis. Volume I. By British 
authors. In four volumes. Edited by S. Cochrane Shanks, 
M.D., F.R.C.P., F.F.R., Director, X-Ray Diagnostic Depart- 
ment, University College Hospital, London, and Peter Ker- 
ley, C.V.O., C.B.E., M.D., Director, X-Ray Department, 
Westminster Hospital, London. Third edition. Cloth. $18. 
Pp. 521, with 533 illustrations. W. B. Saunders Company, 
218 W. Washington Sq., Philadelphia 5; 7 Grape St., 
Shaftesbury Ave., London, W. C. 2, England, 1957. 


The first edition of this textbook appeared in 
1938 and the second partly in 1950 and partly in 
1951. The present volume, which deals with the 
radiologic diagnosis of conditions about the head 
and neck, is essentially the same as the second edi- 
tion. A few sections have been elaborated, and 
some illustrations have been added. In the preface 
it is stated, “These volumes were conceived as a 
textbook to describe fundamental principles in in- 
terpretation and relate them to the day to day 
clinical problems of the average x-ray department.” 
This the authors and editors have succeeded in 
doing in a lucid and practical manner. Noteworthy 
revisions are the addition of five pages on chronic 
meningitis, revision of the paragraph on fibrous 
dysplasia of bone as related to cranial and intra- 
cranial lesions, and a complete revision of the sec- 
tion dealing with percutaneous puncture for cere- 
bral angiography. The discussion of interpretation 
of myelographic studies has been elaborated ex- 
tensively. Other minor elaborations are found in 
part 1, dealing with the central nervous system; in 
the main they deal with the expansion of contrast 
medium studies. The volume is strongly recom- 
mended as a practical clinical approach to intelli- 
gent, logical interpretation of radiologic evidence, 
but, because of the minimal changes and additions, 
the necessity for one to replace his older edition 
with the new one is doubtful. 


The Dermatologist’s Handbook. By Ashton L. Welsh, 
M.S., M.D., Assistant Professor of Dermatology and Syph- 
ilology, University of Cincinnati College of Medicine, Cin- 
cinnati. Publication number 293, American Lecture Series, 
monograph in Bannerstone Division of American Lectures in 
Dermatology. Edited by Arthur C. Curtis, M.D., Chairman, 
Department of Dermatology and Syphilology, University of 
Michigan Medical School, Ann Arbor. Cloth. $15. Pp. 427. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 24- 
25 Broad St., Oxford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1957. 


This large volume is a handbook in content but 
not in size. Its purpose is “to organize into a ra- 
tional, systematic classification, for purposes of in- 
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struction and ready reference, that large number 
of topical and internal therapeutic agents concern- 
ing which a dermatologist must have knowledge.” 
The author has compiled, chiefly from the U. S. 
Pharmacopeia, National Formulary, New and Non- 
official Remedies, and manufacturer’ literature, 
brief descriptions of many official and proprietary 
preparations used by dermatologists and some. pre- 
scriptions containing some of these preparations. 
Not all proprietary remedies are listed, but the au- 
thor has attempted to include most representative 
products. The descriptions of many of the com- 
mercial products for topical use are briefer than 
those found in the Physicians’ Desk Reference since 
they omit directions for use and package sizes. 
They do, however, describe the percentage com- 
position of the products more accurately. The of- 
ficial preparations and those for internal adminis- 
tration are discussed in more detail. 

The first third of the book deals with topical 
preparations. These are grouped logically accord- 
ing to physical form (powders, liquids, and oint- 
ments) and subdivided according to therapeutic 
action. This section should be useful to derma- 
tologists and, to a lesser extent, to physicians in 
other fields, because it is more conveniently organ- 
ized for rapid reference than the original sources 
and suggests alternative preparations. It also in- 
cludes chapters on nasal, ocular, otic, oral, vaginal, 
and rectal preparations, most of which are at times 
used by dermatologists. Minor criticisms of this 
section include the fact that there is no justification 
for listing and implying acceptance of “medicated” 
soaps with unspecified or secret ingredients, and 
that diagnostic tests and allergens for subcutaneous 
injection cannot logically be listed in the section on 
topical therapy. It may also surprise those who do 
surgical planning to read on p. 109 that the post- 
operative appearance of milia is an unexpected or 
even significant complication. 

The second section of the book is devoted to 
drugs for internal use. Most of these are used by 
dermatologist when indicated, and the discussion 
of them is adequate and helpful. Some, however, 
are of no immediate concern to the dermatologist 
except for their possible allergic cutaneous mani- 
festations. There is no particular need in a book of 
this kind to include dosages and methods of ad- 
ministration of various digitalis preparations, uri- 
nary antiseptics, cholagogues, internal detoxicants, 
kaolin products, antithyroid drugs, antiarthritics, 
muscle relaxants, and routine immunizing agents. 
The book could profitably be reduced in size by 
omission of this material as well as the table of 
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normal values for blood constituents, since this in- 
formation can be found in more complete form in 
many readily available sources. Minor criticisms of 
this section include the fact that (1) the chapter on 
ataraxic drugs lists only a few of the tranquilizers 
now available, and two brands of one drug are 
discussed as though they were separate compounds, 
(2) oxsoralen (methoxsalen) is listed as a digestant., 
and (3) a whole series of compounds that are an- 
tagonists of acetylcholine are erroneously listed as 
antagonists of epinephrine and labelled sympa- 
tholytics in chapter 8. 

The last section of the book contains such useful 
reference data as toxic reactions to drugs, tables of 
antibiotic spectra, definitions of units of potency of 
various biological substances, directions for remov- 
ing medicinal stains, and instructions for writing 
prescriptions. 


The Physiologic Basis of Gastrointestinal Therapy: Select- 
ed Topics. By Heinrich Necheles, M.D., Ph.D., F.A.C.P., 
Director, Department of Gastro-Intestinal Research, Medical 
Research Institute of Michael Reese Hospital, Chicago, and 
Martin M. Kirschen, M.D., F.A.C.P., Professor of Clinical 
Medicine, Chicago Medical School, Chicago. Cloth. $8.75. 
Pp. 330. Grune & Stratton, Inc., 381 Fourth Ave., New 
York 16; 99 Great Russell St., London, W.C.1, England, 
1957. 

The physician who desires to base his therapy 
on sound physiological principles will find in this 
single volume a wealth of information that should 
prove helpful and interesting. The authors main- 
tain a particularly well-balanced point of view con- 
cerning diseases of the digestive tract. They dis- 
claim any attempt te encompass the broad field of 
gastrointestinal physiology, and the subiects they 
cover are therefore not dealt with exhaustively. 
However, they do discuss the physiology of the di- 
gestive tract and its relation to therapy in so enter- 
taining a manner that one hesitates to lay the book 
down until he finishes just one more chapter. Their 
discussions of intestinal motility, innervation, drug 
actions, and the secretions and functions of the 
liver and pancreas are well presented in relation 
to therapy. In the case of the liver, particularly, 
they have integrated in a highly satisfactory man- 
ner knowledge of its function in correlation with 
disorders of metabolism and endocrinology. Peptic 
ulcer, constipation, diarrhea, and ulcerative colitis 
are presented in a scientific but highly practical 
manner. Their ideas on the cause of peptic ulcer, 
about which they emphasize the primary impor- 
tance of neurocirculatory disturbances, are indeed 
refreshing and should further augment the increas- 
ing interest in this aspect of the subject. Here one 
reads again that peppermint and camomile tea are 
good for “gas” on the stomach and that bicarbonate 
of soda and spirits of peppermint actually relieve 
gaseous distention by increasing gastric motility 
and relaxing the pylorus. In their discussions on 
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the use of drugs in therapy it is unfortunate that 
they did not refer more to established effective 
remedies and less to many of the expensive and 
poorly understood proprietary drugs of the day. 
Throughout this book, however, conservatism in 
therapy is emphasized. This is particularly wel- 
come in view of the trend in recent years toward 
radical unphysiological operations on the digestive 
tract. In addition to a satisfactory index, the de- 
tailed contents of each chapter appear in a box on 
the first page of the chapter. Complete bibliogra- 
phies appear at the end of each chapter. The 
pleasure of reading this book is enhanced by the 
good taste exhibited by the publishers. 


Tumor Surgery of the Head and Neck. By Robert S. 
Pollack, M.D., F.A.C.S., Clinical Instructor in Surgery, 
Stanford University School of Medicine, San Francisco. 
Cloth. $5. Pp. 101, with 49 illustrations. Lea & Febiger, 
600 S$. Washington Sq., Philadelphia 6, 1957. 


This compact book is surprisingly complete. The 
author assumes that the reader has a basic knowl- 
edge of radical neck surgery and refers to several 
standard textbooks on this subject. He describes the 
essentials of examination and diagnosis and then 
discusses the important tumors concerned with each 
area in the head and neck. These include cancer of 
the lip, jaw, oral cavity, maxillary and other para- 
nasal sinuses, major salivary glands, thyroid, and 
larynx. Except for cancer of the lip, there is little 
discussion of other malignant tumors about the 
face. The author discusses the advantages of radia- 
tion therapy and surgery, the uses of radioactive 
iodine, and the important aspects of preoperative 
care. A chapter is devoted to each region. Various 
methods of therapy are outlined, and the operations 
are illustrated by line drawings. Naturally, the 
author has opinions which do not always coincide 
with those of other authorities. For example, he 
believes that reconstructive procedures have little 
place in the original eradicating operation. No 
mention is made of the possible use of a Kirschner 
wire to replace a removed segment of mandible. 
The author explains his views clearly, and they are 
well taken. He has included a section on postopera- 
tive care. Because of the special postoperative 
problems associated with head and neck surgery, 
this section is especially valuable. The last chapter 
is on the philosophies and methods of treating 
recurrent cancer in this region. 


The Principles of Therapeutics. By J. Harold Burn, M.A., 
M.D., F.R.S., Professor of Pharmacology, University of Ox- 
ford, Oxford, England. Cloth. $5.50. Pp. 278, with 35 illus- 
trations. Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Ill.; Blackwell Scientific Publica- 
tions, 24-25 Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2B, Canada, 1957. 


This book contains the subject matter of a lecture 
series given by the author to his students. It is 
designed to bridge the gap between pharmacology 
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and therapeutics by leading the student to apply 
his pharmacological knowledge in the treatment of 
patients. Present knowledge concerning the mode of 
action of various classes of drugs is reviewed, and 
individual drugs are described briefly in regard to 
pharmacological properties and toxic effects; how- 
ever, technical details in regard to mode of ad- 
ministration and dosage are purposely reduced to 
a minimum. The chapters dealing with drugs affect- 
ing the autonomic nervous system are particularly 
good, being enriched by the author's extensive 
contributions to this field. The book is well indexed, 
and each chapter ends with a selected bibliography. 
It is written in an easily read style and can be 
recommended to the physician who wishes to re- 
view the current information regarding the mode 
of action of various drugs. 


Bone Tumors: General Aspects and an Analysis of 2,276 
Cases. By David C. Dahlin, M.D., Associate Professor of 
Pathology, Mayo Foundation, Rochester, Minn. Cloth. 
$11.50. Pp. 224, with illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Il.; 
Blackwell Scientific Publications, Ltd., 24-25 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., W., 
Toronto 2B, Canada, 1957. 


This book is an expansion of a study of over 2,000 
bone tumors, from the files of the Mayo Clinic, 
which were presented in an exhibit at the 105th 
Annual Meeting of the American Medical Associa- 
tion, 1956. The 24 chapters in the book, except for 


the Ist and 24th, are identical in presentation. The 
discussion in each chapter is brief and essentially 
noncontroversial. Each chapter starts with a short 
introduction, which is followed by a chart of age 
and sex incidence, a diagram of localization in- 
cidence, and individual paragraphs on incidence, 
sex, age, localization, symptoms, physical findings, 
roentgenologic features, gross lesions, histopathol- 
ogy, treatment, and prognosis. Illustrations of roent- 
genograms, microscopic sections, and gross speci- 
mens are used freely and advantageously throughout 
the book. The paper, printing, and manner of pre- 
sentation make this book a delight to read. The 
index is adequate, but the bibliography is scanty. 
This book should make a worthy addition to the 
library of anyone interested in bone tumors. 


Management of Complications in Eye Surgery: Avoidance 
of Pitfalls and Treatment of Difficult Situations in Ophthal- 
mologic Operations. Edited by R. M. Fasanella, M.D., 
Chairman of Section of Ophthalmology, Yale University 
School of Medicine, New Haven, Conn. With contributions 
by Walter S. Atkinson and others. Cloth. $16. Pp. 422, with 
illustrations. W. B. Saunders Company, 218 W. Washington 
Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, 
W.C.2, England, 1957. 


In this readable book Fasanella and a group of 
distinguished ophthalmologists discuss briefly and 
clearly the complications resulting from the major 
operations usually performed not only by the av- 
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erage surgeon but also by the specialist. From the 
first three chapters on anesthetic, medical, and psy- 
chiatric complications to the last three chapters on 
complications of endocrine exophthalmos, rehabili- 
tation of the low vision patient, and estimation of 
loss of visual efficiency, the book has been well 
done. Although the treatment of the individual 
subjects is not exhaustive, no ophthalmic surgeon 
reading this book can fail to learn much about the 
more recent aspects of prevention and manage- 
ment of these various complications. The authors 
have, in some cases, described the technique they 
prefer in detail. This adds greatly to the value of 
the volume as a reference book. The black and 
white drawings and the photographs are excellent 
and of great value in clarifying certain points in 
the text. The print is clear, and the index is ex- 
cellent. 


Hepatitis Frontiers. Editors: Frank W. Hartman, M.D., 
Medical Research Adviser, Director of Professional Services, 
Office of Surgeon General U.S.A.F., Washington, D. C., 
Gerald A. LoGrippo, M.D., Associate in Charge, Division 
of Microbiology, Department of Laboratories, Henry Ford 
Hospital, Detroit, John G. Mateer, M.D., Physician in 
Chief, Department of Medicine, Henry Ford Hospital, and 
James Barron, M.D., Associate Surgeon, Division of General 
Surgery, Henry Ford Hospital. Henry Ford Hospital inter- 
national symposium, October 25, 26, 27, 1956. Cloth. $12.50. 
Pp. 595, with illustrations. Little, Brown & Company, 34 
Beacon St., Boston 6; J. B. Lippincott Company, 4865 West- 
ern Ave., Montreal 6, Canada; J. & A. Churchill, Ltd., 104 
Gloucester Place, Portman Sq., London, W.1, England, 1957. 


This book contains the papers presented at the 
international symposium on hepatitis held at the 
Henry Ford Hospital in 1956. The principle sec- 
tions deal with (1) the anatomy, physiology, and 
pathology of the liver, (2) biology and epidemiology, 
(3) prevention, (4) differential diagnosis, and (5) 
clinical management. Several papers by different 
authors and some panel discussions are presented 
under each of these headings. The papers, on the 
whole, are presented in full and accompanied by 
adequate plates, tables, and references. In most 
instances, discussion is also included. This volume 
contains a great deal of original and unpublished 
information. It should be valuable to all students 
of the subject and particularly to those interested 
in the scientific and investigative aspects of hepat- 
itis. 


The Premature Baby. By V. Mary Crosse, O.B.E., M.D., 
D.P.H., Lecturer in Paediatrics and Child Health, Univer- 
sity of Birmingham, Birmingham, England. Fourth edition. 
Cloth. $5. Pp. 242, with 39 illustrations. Little, Brown & 
Company, 34 Beacon St., Boston 6; J. & A. Churchill, Ltd., 
104 Gloucester Place, Portman Sq., London, W.1, England, 
1957. 


This book is well written and easy to read. For 
that reason, it should be of value to those interested 
in sound medical care and nursing for the pre- 
mature infant. 
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QUESTIONS AND ANSWERS 


CALCIUM REQUIREMENTS FOR 

GROWING CHILD 

To THe Eprrorn:—A group of physicians had a dis- 
cussion as to the minimum amount of milk a 
growing child should drink. What is the ideal 
amount and the minimum amount that will cover 
the calcium need in children? 


Walter R. Lambert, M.D., Key West, Fla. 


Answer.—It is a well-known fact that children 
differ markedly in the efficiency with which they 
utilize food calcium. Even among those investi- 
gators who have given special attention to the cal- 
cium retentions of growing children, there are still 
differences of interpretation. The recommended 
daily allowances of the National Research Council 
provide 1.0 Gm. of calcium for children of all ages 
up to and including 12 years, with from 1.0 to 1.4 
Gm. between the ages of 13 and 20 years. It should 
be remembered that phosphorus and vitamin D are 
both important if the calcium ingested is to be util- 
ized efficiently. Without vitamin D, calcium may be 
very poorly utilized by the body. Until such a time 
as the estimates of persons working in the field have 
received their final interpretation, it is the opinion 
of this consultant that the recommended allowances 
of the National Research Council may well be used 
as a guide. In practice, these are usually best real- 
ized by feeding an average of about a quart of milk 
per child per day. Of course, an occasional child 
may have an idiosyncrasy that does not permit this, 
but for general teaching and practice, an average of 
about a quart of milk per child per day is undoubt- 
edly better than any materially lower average. 


HEALTH HAZARDS OF ANIMAL DEJECTA 
To tHE Eprror:—Please advise whether there is 
any health hazard in the fecal and urinary de- 
posits of dogs in a city where there are hundreds 
of thousands of these animals? Would dust, raised 
up, containing the excreta, and falling on exposed 
fruits and vegetables be a hazard? Would para- 
keets in the home present a similar problem? 
Morris B. Schwartzfarb, M.D., Bronx, N.Y. 


Answer.—Infected household pets can shed hu- 
man pathogens through intestinal and urinary 
excretions and through pharyngeal secretions. Ex- 
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amples include infectious agents that cause salmo- 
nellosis, leptospirosis, psittacosis, and toxoplasmosis. 
However, the actual health significance of animal 
dejecta as a source of infectious material for trans- 
mission to man and the relative importance of po- 
tential vectoring mechanisms from animal to man 
are poorly understood. Certain factual and infer- 
ential data are available on infectious diseases 
common to man and his domestic pets. These data 
include the following: 

1. The feces of various household animals, includ- 
ing dogs and cats, has been shown to contain species 
of Salmonella. The importance of animal feces as a 
source of infection and disease in man is thought to 
be minimal. 

2. The urine of chronically infected animals, in- 
cluding dogs, is a source of the etiological agents of 
leptospirosis. Some human infections presumably 
result from penetration of abraded skin or mucous 
membrane or possibly from ingestion of Leptospira 
from an animal source. 

3. Infected parrots, parakeets, pigeons, and other 
birds comprise a reservoir of psittacosis organisms. 
Apparently healthy birds may transmit infection 
through virus in cloacal discharges. Airborne infec- 
tions probably are common, and it is generally con- 
ceded that birds are more important as a source of 
human psittacosis than is man himself. 

4. The mode of human infection with Toxoplasma 
is unknown. Dogs and cats, together with other 
mammals and birds, are reservoirs. The protozoa 
have been recovered from dog urine, from feces of 
dogs with hemorrhagic colitis, and from skin lesions 
of pigeons. 

There is little evidence of transmission of infec- 
tious agents from animal to man, excepting psitta- 
cosis; but also there is little evidence that no such 
transmission occurs. Further study is needed of the 
mechanisms of spread of infectious agents that pro- 
duce diseases common to man and his pets. 


FREEZING OF MILK 
To THE Eprror:—What, if any, effect does the freez- 
ing of milk have on its vitamin content? 


R. M. Di Gioia, M.D., Washington, D.C. 


AnsweRr.—The nutritive value of milk is not meas- 
urably changed by freezing. However, the physical 
characteristics may change with long-time storage 
unless a temperature between —10 and —20 F is 
maintained. There is a gradual decrease in the solu- 
bility of the protein and a tendency for the fat to 
separate on thawing. 
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TOXICITY OF AMMONIA 

To THE Eprror:—A 34-year-old woman, who had 
had a long history of psychiatric illness, was seen 
in the emergency room of the hospital with a com- 
plaint of having drunk one glassful of household 
ammonia an hour and 15 minutes before her ad- 
mission to the emergency room. She complained 
of severe abdominal cramping and was cold and 
clammy with blood pressure of 110/86 mm. Hg 
and pulse 124 per minute. She was given codeine 
for pain and was encouraged to drink dilute 
vinegar. She was given olive oil, milk, and egg 
whites. No gastric lavage was done. Two hours 
later the patient started vomiting bright red blood 
and having bright red bloody stools. She was 
having severe pain in the abdominal region. Her 
blood pressure was 80/60 mm. Hg. Her condition 
remained the same until the next day when her 
blood pressure went up to 120/70 mm. Hg and 
pulse 120 per minute. At this time patient was 
developing some dyspnea and decreased breath 
sounds in the left side of the chest. Her abdo- 
men was markedly distended. Two days later she 
had very rapid and labored respiration, still had 
pain in the abdomen, but was able to drink small 
amounts of liquids. There were rales in the left 
side of the chest. X-ray of the chest showed that 
there was a pneumonia with pleural infusion in 
the base of the left lung. Her temperature was 
102 F (39 C). A thoracentesis was tried on the 
left side, but only 25 cc. of straw yellow fluid 
was removed. Her temperature dropped to nor- 
mal on the seventh day, and she seemed to be 
doing very well. On the eighth day the patient 
had a sudden start of vomiting in measurable 
amounts of 600 cc. of bright red blood. Her blood 
pressure was 34/0 mm. Hg, and the pulse was 
thready at 160 per minute. By the 13th day after 
the ingestion of ammonia, it was felt that the pa- 
tient was in congestive failure and pulmonary 
edema. After a short generalized convulsion she 
died. Please discuss the toxicity of ammonia and 
comment on the efficacy of a stom ch tube in this 
situation. M.D., Tennessee. 


ANSwER.—It seems rather doubtful that this pa- 
tient drank a full glass of ammonia, for the fumes 
usually cause coughing and bronchial spasm of 
such degree that it is difficult for large amounts to 
be swallowed. Nevertheless, the typical symptoms 
of ammonia poisoning did develop. The ingestion 
of household ammonia causes burning pain in the 
mouth, throat, stomach, and thorax; constriction in 
the throat; and coughing soon followed by vomit- 
ing of blood or by passage of loose stools contain- 
ing blood. This patient vomited blood three hours 
after ingestion of the ammonia preparation. Ammo- 
nia is very toxic, and as little as 3 or 4 cc. has proved 
fatal. It is absorbed rapidly from the gastrointes- 
tinal tract. If the patient does not die immediately 
in a manner similar to that occurring with an intra- 
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venous injection of ammonia, respiratory complica- 
tions with pneumonia often intervene. This patient 
certainly had symptoms of such complications. 
If the respiratory complications do not prove fatal, 
then the traumatized esophagus and the gastric 
mucosa, which have been seared by the strong 
alkali, may become necrotic and develop true ul- 
ceration and perforation. This late complication of 
perforation apparently resulted in this patient's 
death. The accepted treatment is in accord with 
that carried out in this case. Weak acid, such as di- 
luted vinegar, ingested early may help. After a 
period of 75 minutes had passed, it seems unlikely 
that the use of the stomach tube would have been 
beneficial and it might have been dangerous. 


EYE INFECTION OF THE 

NEWBORN INFANT 

To THE Eprror:—An infant, the first of twins, was 
born after 31 weeks gestation, weighed 2 lb. 14 
oz., and was 14 in. in length. Delivery was spon- 
taneous. The baby was then confined in the pre- 
mature nursery at the hospital, where his only 
contacts were hospital employees; the only cloth- 
ing bedding, and other materials that came in con- 
tact with the baby were hospital materials. Six 
days later, inflammation of the right eye was 
noted. Bacteriological study revealed Pseudo- 
monas aeruginosa. The inflammatory reaction 
seemed to subside after four days, but a large 
central decemetocele appeared on the sixth day 
after onset. The anterior chamber appeared to be 
absent. The eye was patched in an attempt at 
spontaneous recession. It was indicated that local 
therapy could be discontinued at that time. One 
month later the child developed an eczema of the 
inguinal region and the neck. The formula was 
changed to goat's milk and granulated sugar, but 
after a week there was a recurrence of the puru- 
lent discharge of the right eye. The right lid was 
swollen. Smear and culture again revealed Ps. 
aeruginosa. The child was released from the hos- 
pital and taken to another hospital. The final find- 
ings at the first hospital were paraorbital swelling 
and @ large central corneal necrotic area with 
yellowish purulent discharge. Uveal tissue was 
seen adjacent to the central ulcerated area and 
was apparently uncovered. There was surprisingly 
little global reaction. The child was kept in its 
own incubator in a glass-enclosed room and never 
came in contact with any visitors, including his 
parents. Only one eye was affected. The other 
twin, born immediately after, suffered no eye in- 
fection whatsoever. The mother’s personal hy- 
giene was good. What could be the source of the 
infection? M.D., New York. 


Answer.—The skin and mucous membranes of the 
premature infant are especially susceptible to in- 
vasion by infectious agents due to the delicacy of 
the infant's integumentary tissues. Antenatal infec- 
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tion through transplacental invasion is uncommon, 
but effective exposure to many forms of microbial 
life occurs from (a) contamination during parturi- 
tion and (b) any of the means of transmission 
attendant upon personal association between hu- 
mans during the neonatal period. It is well to recall 
that although at birth the intestine contains sterile 
meconium, this is replaced with bacteria-laden feces 
within one to three days. 

Infection with Pseudomonas aeruginosa has been 
reported on several occasions, from even the best- 
run hospitals, as causative of skin and _ intestinal 
diseases in newborn infants in nurseries. The ubiq- 
uitous Pseudomonas is a common contaminant of 
man’s environment, being encountered in skin le- 
sions and intestinal contents, usually as an oppor- 
tunist. Sources and reservoirs of infection have 
included members of the attendant staff and such 
nursery equipment as formulas, aspirators, and 
nursery nipple containers. Although evidence on the 
actual means of conveyance of this organism from 
its source to the infant is usually unavailable, vector- 
ing mechanisms are many and include all forms of 
direct and indirect contact between adult and in- 
fant. Airborne spread has been suspected but is less 
well established as an important means of trans- 
mission than the others cited. Technological studies 
have shown that enteric and other agents can be 
readily isolated from the crib, incubator, and other 
pieces of equipment within the nursery environ- 
ment. 


INTRAOSSEOUS INFUSION OF BONE 

MARROW 

To tHE Eprror:—In 1954 a 56-year-old man with 
polycythemia vera for many years was success- 
fully treated with radioactive phosphorus (P**) 
(four injections within eight months). Later, how- 
ever, he was given an overdose of P*’ and subse- 
quently developed an aplastic anemia (termed 
myelofibrosis) as proved by two bone marrow 
studies. This patient now requires an average of 
at least two blood transfusions every two weeks 
to keep his hemoglobin around 80% and _ red 
blood cell count around 4,000,000. Please supply 
information regarding the bone marrow trans- 
plantations which have been done successfully 
for certain types of aplastic anemia. 


W. F. Schoenherr, M.D., Bowen, Ill. 


Answer.—The patient has received an overdose 
of P**. Many products of radioactive fission are 
bone-seeking elements; these radioactive-fission 
products have been deposited within the bone 
minerals or the crystalline calcium phosphate. As 
such, they will continue to destroy any new 
(young) hematopoietic tissue within the marrow. 

Since an adult man has approximately 150 oz. of 
blood in his body and that blood lives about 120 to 
150 days, approximately 1 0z. of blood per day is 
thus formed and destroved. Transfusion blood con- 
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tains a mixture of blood cells of variable ages; the 
average life span of tranfused blood is approxi- 
mately 60 to 75 days. Since 1 oz. of newly formed 
blood is required to sustain a normal life, 2 oz. of 
transfused blood will be required by this patient. 
Apparently he is receiving more than that amount. 
Since the fission products affect mostly the imma- 
ture red blood cells, marrow transplants would 
have no value at the present time, as fhe fission 
products would destroy them. 

It would be advisable to “wash out” some of the 
deposited fission products by producing an artifi- 
cial decalcifving of bone minerals. This can be 
done by a high cereal diet, especially barley, oat- 
meal, and groats, a low milk or cheese intake, and 
a low vitamin D diet; in addition, thyroid extracts, 
acid phosphates, and high vitamin A and E diets 
should be prescribed for several months. Urine 
should be checked for excess of calcium excretion. 
X-rays of chest, especially of lung, should be 
checked for any possible dissolutions of old calci- 
fied tubercular nodules. After several months of 
this regimen, the medications are to be discontin- 
ued, and the diet reversed to one containing at 
least 1 qt. of milk for a few weeks or a few bone 
meal tablets. 

Bone marrow transplants are actually small 
(3-5 ce.), repeated, intraosseous infusions of emul- 
sified and filtered bone marrow. The sites prefer- 
able are the sternum and the iliac crest. Any excess 
of marrow cells enters the general circulation and 
becomes transported into other bone cavities where 
they remain viable for several days. It is believed 
that these transplanted cells are able to divide and 
eventually repopulate the irradiated marrow cavity 
with new hematopoietic cells. Any hematologist 
would be able to perform the intraosseous infusion. 
In addition to the transplants, the patient should 
be supplied with “building material” required for 
the red blood cells, such as a high protein diet, 
soups made with bones, and diets containing folic 
acid, vitamins B,, and C, pyridoxine, pantothenic 
acid, and iron (in an easily assimilated form). 


PROLONGED SLEEP THERAPY 

To THE Eprror:—/n THe JourNAL, Jan. 9, 1957, page 
65, under Foreign Letters, there is mention of pro- 
longed sleep therapy. Please give information as 
to its use in the United States, its efficacy, and the 
type of patients for whom it is used. Has it been 
used in anxiety cases? 

A. Lester Stepner, M.D., Miami, Fla. 


Answer.—The prolonged sleep treatment, or as it 
is sometimes called, the continuous sleep treatment 
was introduced by Klaesi, of Switzerland, in 1922. 
This treatment consists in producing a prolonged 
state of unconsciousness by the administration of 
different sleeping drugs. Klaesi originally recom- 
mended the use of diethyl-dipropeny!-barbiturate 
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of diethylamine. Because of the high percentage of 
complications, various mixtures of barbiturates, 
chloral hydrate, and paraldehyde were recommend- 
ed as a substitute therapy. The patient is kept in 
a sleep-like state for 10 or more days. The patient 
is to be awakened from sleep at least once a day to 
permit feeding and excretion of stool and urine. 

The best results of this treatment were reported 
in manic depressive psychosis, in acute paranoid 
schizophrenia, and in catatonic excitement. Very 
great skill is required to avoid complications, par- 
ticularly of cardiac, vascular, pulmonary, and renal 
nature. Due to the fact that at the time of the in- 
troduction of the treatment of various sulfonamides 
and antibiotics were unknown, a relatively high per- 
centage of the patients died from bronchopneu- 
monia. As a result, with the introduction of the less 
dangerous insulin and shock therapies, this treat- 
ment was, in the main, discontinued. This fact is 
regrettable inasmuch as the continuous sleep treat- 
ment produced excellent results. If the prolonged 
sleep is aot deep enough, or if it has to be interrupt- 
ed due to a complication, it does not produce any 
results; the effective administration of this treatment 
is still a somewhat dangerous procedure which ne- 
cessitates a continuous 24-hour supervision of the 
patient by nursing and medical staff well trained in 
this kind of treatment. 


TREATMENT OF PENILE WARTS 

To THe Eprror:—A 26-year-old man has had small 
penile warts for four years. They are now quite 
extensive and have just started to invade the in- 
guinal region in two places. They occupy the 
penile shaft, where they take the form of small 
sessile flattened outgrowths. They appear to be 
fully epithelialized and have not affected the 
glans or the scrotum. Previous treatment has in- 
cluded podophyllum applications and electro- 
cautery. The former was ineffective, and the lat- 
ter gave a temporary remission but led to a burn 
and subsequent scar around which the warts 
have spread. Microscopically they resemble the 
ordinary infectious warts seen on the fingers. 
The patients’ wife appears to be unaffected. Is 
there any curative treatment for this condition? 
Would x-ray applications be of use? 

M.D., North Carolina. 


ANsweER.—The most reliable treatment is with 
some kind of destructive measure as electrosurgery 
or the application of liquid nitrogen. If skillfully 
done, such measures do not leave scars. It would be 
best not to use x-rays. 
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REACTION TO IPRONIAZID 


To tHE Eprror:—A patient who has chronic mild 
depression has been under treatment with ipron- 
iazid, 50 mg. three times a day, the dosage grad- 
ually being reduced to 25 mg. once daily over a 
period of about a month. This therapy has 
brought about remarkable improvement. Al- 
though the patient's libido also has increased 
practically to normal, he is unable to have ejacu- 
lation but has normal erection. Is there any drug 
therapy that would likely help? M.D., Canada. 


ANSWER.—The above-described reaction to the 
treatment of chronic mild depression with iproni- 
azid has been reported in recent months from nu- 
merous physicians. It is highly probable that, if the 
treatment is continued with the minimum dosage 
to maintain the psychological iniprovement, the 
problem of ejaculation will disappear and function 
will be resumed essentially as prior to the depres- 
sion. No known drug therapy is effective for this 
incomplete adjustment to normal control of the gen- 
ital responses. 


AIR TRAVEL AND SPERMATOGENESIS 
To THE Eprtor:—Does air travel at 10,000 to 20,000 
ft. in a pressurized commercial airliner influence 
spermatogenesis and/or male fertility? 
Felix Wroblewski, M.D., New York, N. Y. 


ANSWER.—The question refers to pressurized com- 
mercial aircraft. In nearly all instances, commercial 
aircraft are pressurized so that the maximum cabin 
altitude, no matter at what altitude the airplane is 
flying, is about 8,000 ft. In some aircraft, pressuriza- 
tion can be maintained at 5,000 ft. cabin altitude. 
The question then is: Does an altitude of 5,000 to 
8,000 ft. influence spermatogenesis and/or male fer- 
tility? The question further has two more aspects, 
that is, the occasional exposure of the passenger 
flying at that altitude and the more constant ex- 
posure of crews flying at that altitude. Experience 
with flight crews would automatically answer the 
question of occasional exposure of the male pass- 
enger. Doctor G. J. Kidera, medical director of one 
airline, gave a report before the Aero Medical As- 
sociation on the general health of over 1,500 air- 
line pilots. In the review of these clinical reports, 
the history of interference with male fertility would 
certainly have been reviewed. His conclusion was 
that the pilot group, as a group, showed that they 
were as healthy as or more healthy than any other 
group of similar age status. In another airline, 
which has over 800 flight personnel in the pilot-co- 
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pilot category, no incidents of interference of sper- 
matogenesis or interference with male fertility as a 
group have been noted. The incidence probably is 
no higher than that of the general average male 
population in other pursuits. In fact, there is evi- 
dence that the pilot personnel in commercial air- 
lines may have families larger than the average. 
This would certainly indicate no interference with 
male fertility. Perhaps one of the reasons for this 
is that the average commercial pilot flies only 85 
hours a month and thus may have more leisure 
time at home. 


BAGGINESS OF THE LOWER EYELIDS 

To THe Eprror:—Please give information on the eti- 
ology and treatment of “bagging under the eyes,” 
or infraorbital edema, The patient has no cardio- 
vascular or renal disease. Is it possible that there 
is a nutritional factor involved? \4_D.. Georgia. 


ANswer.—Bagginess of the lower evelids is not a 
symptom of any disorder associated with edema. It 
is the result of the loss of elasticity of the skin of 
the affected lids. It is common in the aged but 
occurs also in younger people, usually as a heredi- 
tary and familial peculiarity. It develops slowly but 
becomes more conspicuous with fatigue and emaci- 
ation (malnutrition). The bagginess is generally 
more pronounced in the morning due to the com- 
bined effects of local diminution of tissue turgor and 
increased hydrostatic capillary pressure during rest 
in the horizontal position. If the appearance of the 
lids is very unsightly, plastic surgery may be con- 
templated. 


LEPRA ALPHOS 

To tHE Eprror:—What is the origin of the term 
lepra alphos as a synonym for psoriasis? Is this 
term found in the writings of Hippocrates, Galen, 
or other early writers of medicine? Was there any 
confusion among them concerning the diagnosis 
of psoriasis and leprosy? 

Albert S. Tenney, M.D., East Orange, N. J. 


Answer.—It is difficult, if not impossible, to trace 
the origin of the term lepra alphos as a synonym 
for psoriasis. Since lepra alphos means white scale, 
its use as a name for psoriasis is understandable. 
Then too, some early physicians regarded psoriasis 
to be a stage of leprosy, but Hippocrates indicated 
that he distinguished between them. When Willan 
popularized the term psoriasis, he retained the 
name lepra for a group of conditions now consid- 
ered to be varieties of psoriasis. 
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EFFECT OF HEPARIN ON 

PROTHROMBIN TIME 

To tHe Eprtor:—Is there any experience to show 
that the prothrombin time, determined by the 
Quick method, is affected in any way by having 
the patient simultaneously on heparin therapy? 
If it is affected, when is the best time to deter- 
mine the prothrombin time in relation to the 
intermittent heparin dosage? 


Guerne H. deLappe, M.D., Modesto, Calif. 


Answer.—The prothrombin time is prolonged 
after heparin has been intravenously injected, but 
it returns to normal within three hours (Quick and 
Hussey, Am. J. M. Sc. 234:251, 1957). By waiting 
several hours after the administration of heparin, 
one can obtain a reliable prothrombin time. 


CALCIUM PROPIONATE IN BREAD 
To tHe Eprror:—What are the deleterious effects 
of eating calcium propionate which is put into 
bread so generally by commercial bakers? 
George E. Barnes, M.D., Utica, N.Y. 


Answer.—Calcium propionate, an organic salt, is 
added to flour to delay the development of mold, or 
what is known as “rope” in bread and other prod- 
ucts. The amount of calcium propionate in flour 
varies from 0.125 to 0.23%. 'n these amounts we 
know of no evidence showing it to be harmful to 
the human body. 


ASCORBIC ACID AND ALLERGIC RHINITIS 

To tHe Eprror:—Is there any scientific evidence 

that large doses of ascorbic acid are of value in 

the treatment of allergic rhinitis in childhood? 
M.D., New York. 


ANnsweR.—There is no scientific evidence that 
large doses of ascorbic acid are of any value in the 
treatment of allergic rhinitis in childhood. Ascorbic 
acid has no influence on the immunological mech- 
anism which mediates the clinical response of aller- 
gic rhinitis. 


STOPPING OF LACTATION 

To tHE Eprror:—In a patient two weeks post 
partum and lactating, is there any advantage in 
the use of androgens or estrogens to stop lacta- 
tion? M.D., Texas. 


Answer.—The use of diethylstilbestrol to aid in 
drying up the breasts is quite universal, and no ill- 
effects have been noted if the administration is kept 
within bounds. The surest way without drugs (and 
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one which this consultant prefers) is to do nothing 
to stimulate the breasts for 24 hours, letting them 
get tense and engorged even if discomfort is com- 
plained of. Such a condition can be controlled tem- 
porarily with codeine and dry heat. After this time 
the breasts will soften, and no further lactation will 
take place. This was Whitridge Williams’ favorite 
treatment. It does require cooperation on the part 
of the patient in some instances. 


THE A. M. A. AND MEDICAL EDUCATION 

To THE Eprror:—Many patients ask, “Is it not a 
purpose of the A. M. A. to restrict the number of 
students that graduate from our medical schools? 
For is it not understood beforehand how many 
doctors will graduate?” Furthermore, they want 
to know why the refugee doctors have not been 
permitted to practice. They believe some highly 
trained specialists have been unable to secure 
licenses from a state. M.D., Oregon. 


ANSwWER.—The questions which have been posed 
are obviously based on a misunderstanding of the 
role of the American Medical Association in medi- 
cal education. Ever since its establishment, the 
Council on Medical Education and Hospitals of the 
American Medical Association has worked closely 
with the Association of American Medical Colleges 
in constant efforts to assist in developing and main- 
taining the highest possible standards of medical 
education in the United States in the interests of 
the American public, which the graduates of our 
medical schools must serve. These two organizations 
have done this through the medium of establishing 
sound basic essentials of medical education, consul- 
tations, advice, survey evaluations, and annual list- 
ings of the approved medical schools by the Coun- 
cil on Medical Education and Hospitals and through 
membership in the Association of American Medical 
Colleges. These two organizations over the years 
have exerted great influence in medical education 
in the United States. They have cooperated by stim- 
ulating and encouraging new medical schools and 
assisting in the improvement of those in existence, 
where such assistance was needed. These two or- 
ganizations have discouraged only the schools that 
did not have the facilities, finances, or faculty po- 
tentials which promise a reasonably sound educa- 
tional experience for medical students. Their 
objectives have been straightforward, sincere, and 
directed toward the development of physicians 
well qualified in the diagnosis, prevention, and 
treatment of human ailments in keeping with pro- 
gressive scientific knowledge. Contrary to a com- 
mon misconception, these organizations have not 
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endeavored to control the number of physicians 
graduated by the schools. They have advised against 
medical schools undertaking to admit more stu- 
dents than their faculties or facilities could possibly 
justify if the students were to become properly edu- 
cated. 

Each medical school is solely responsible for 
determining the number of students it will admit 
to its entering medical class. This number is deter- 
mined by the school on the basis of its faculty, facil- 
ities, and finances. Each school today very carefully 
selects its entering students with the hope that all 
of those selected will successfully complete their 
medical course. These is no predetermined quota 
in regard to failures or the number of eliminations 
of individuals prior to the time the class graduates. 
There are naturally some losses from academic fail- 
ure, financial reverses, or health reasons. Last year, 
for instance, the loss of students from the first year 
medical classes of all the medical schools was be- 
tween 6 and 7%. 

The answer to the second question concerning 
licensure of refugee physicians necessitates an un- 
derstanding of the medical licensure mechanism 
in this country. Each state has its own medical 
practice act and its own board of medical exam- 
iners. The basic regulations concerning licensure 
requirements are set up in legislative acts. Whether 
or not a physician trained in a foreign medical 
school is eligible for licensure in a certain state 
therefore depends upon whether or not his training 
and other qualifications or requirements make it 
possible for him to meet the standards of the medi- 
cal practice act and the examinations of the partic- 
ular examining board in the respective state or 
states. These requirements and the examinations 
utilized by the various state boards have been 
devised to insure that physicians seeking licenses 
possess the basic medical knowledge essential to 
the practice of medicine. In other words, they are 
definitely a safeguard in the interests of the public. 


TREATMENT OF AMEBIC HEPATITIS 
To tHe Eprror:—Under the title “Treatment of 
Amebic Hepatitis” in the section on Queries and 
Minor Notes in Tue Journat, Nov. 2, 1957, page 
1225, the consultant states in his reply that no 
drug besides emetine and chloroquine is known 
to be effective in amebic hepatitis. Amodiaquin 
hydrochloride is experimentally and clinically ef- 
fective in amebic hepatitis. 
Dr. C. N. Augé 


Joseph Campau Ave. 
Detroit 32, Michigan. 
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FOR 
THE ELDERLY 
PATIENT 


Brand of mephobarbital 
Phovides dependable, 
without siguificoit moital 
Tablets 14 grain, 34 grain, 112 grains, 3 grains. 


Qrdative dose grain to 114 grains 


three or four times daily. 


*Smith, J.A.: J.A.M.A. 152:384, 

May 30, 1953. Brown, W.T., 

46:582, June, 1953. Smith, J.A.: New 
Postgrad. Med. 16:316, Oct., 1954, 


McCullagh, W.H.: J. Florida 
M.A, 41:718, Mar., 1955. 
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Never takes anything calmly—she’s tense, excitable, can’t 
seem to relax. Let Butisol take the “‘edge’’ off her nerves... ease 
her worrisome, apprehensive state of mind... with its smooth, dependable, 
tranquilizing ‘‘daytime sedative’’ action. 


BUTISOL SODIUN' 


BUTABARBITAL SODIUM 


McNEIL 


LABORATORIES, INC. 
PHILADELPHIA, PA. 


TABLETS, 15 mg. (% ger.), 30 meg. (% gr.), 50 meg. 
(% gr.), 100 mg. (li2gr.), R-A (Repeat Action) 
30 mg. and 60 mg. 
ELIXIR, 30 meg. (2 gr.) per 5 cc. 


CAPSULES, 
100 mg. (1% gr.) 


i 
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CLASSIFIED ADVERTISEMENTS 


For personal classified advertisements the rate 
is $7 per insertion for 30 words or less, additional 
words each. 

SEMI-DISPLAY ANNOUNCEMENT 


FOR PERSONAL CLASSIFIED ADVERTISEMENTS 
set in bold type (like this paragraph) the rate is $8.75 


per inserticn for 30 words or less, additional words 30¢ | 


each 
COMMERCIAL CLASSIFIED ADS 
For classified advertisements of a commercial or 
promotional nature, the rate is $9 per insertion 
for 20 words or less, additional words 30e each. 
For semi-display, $11.25 for 20 words or less, 
additional words 40c each. This rate is given for 


EACH INSERTION. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


BOX NUMBER ADVERTISEMENTS 
A fee of 45¢ is charged to have answers sent 
eare of A. M. A. Count 4 words for box number 
instructions. Letters sent in care 9f THe JouRNAL 
are forwarded directly to the advertiser as received. 


INQUIRIES ABOUT BOX NUMBER 
ADVERTISEMENTS 


Tue JourNnaAL is not permitted to divulge the 
identity of advertisers who have their mail sent 
care of A. M. A. If further information about an 
ad of this type is desired, correspondence should 
be addressed 


directly to the ee 
advertiser in 
this manner. 


All replies to key numbers are mailed the same 
days as received. 

Physicians who are not members of county medi- 
cal societies should submit professional references 
with their advertisements and thus avoid delay 

The right is reserved to reject or modify all 
advertising copy in conformity with the rules of 
the Advertising Committee 

All questionable items will be excluded from 
these columns and notification of any misrepre- 
sentation seen by readers will be appreciated. 


CLASSIFIED ADVERTISING FORMS CLOSE 
FRIDAY NOON 15 DAYS PRIOR TO 
THE DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 


ASSISTANTS WANTED 


AL PRACTICE; 
ur ph 


group of 


WANTED ASSIST ANT GENET 
is lin esla 


of North East j 
Habersham, Me dic al Group, ¢ Nlarkesville, Georg 


CENTRAL NEW JERSEY GENERAL PRACTITIONER; 
age 38; needs assistant promptly; salary, future part- 
nership open; supertatively equipped office: fine hospi- 
tals. schools, religious facilities; diversified practice; 
no major surgery; reply in detail. Box 5209 B, *% AMA 

ASSISTANT--LEADING TO PARTNERSHIP IN AC 

tive general practice; $12,000 plus percentage; suburban 

district of New York City; write stating qualifications 
and availability. Box 5404 B, % AMA 


PHYSICIANS WANTED 


WANTED—GENERAL PRACTITIONER FOR EXTEN- 
sive general practice established in 1925 in a prosperous 
growing California town in the southern Santa Clara 
Valley; excellent climate; property includes 6 room 
office with connecting residence, also beautifully built 
doctor's residence, all threee completely furnished; 
landscaped grounds include fenced childrens play- 
ground; community hospital available; doctor wishes to 
retire; will finance | om over long period on liberal 
terms. Box 5449 C, A. 


WANTED—PHYSICIAN; STAFF PSYCHIATRIST; 964 
bed psychiatric hospital with medical and surgical 
services; active psychological department; physical 
medicine and rehabilitation program; social service; 
university center; agreeable climate; salary $8990 to 
$10,320; Board Certification bonus 25%, not to exceed 
$13,760; paid vacations, sick leave and other benefits 
Apply: Manager, Veterans Administration Hospital, 
Tuscaloosa, Alabama Cc 


INTERNAL MEDICINE—MIDWEST; NEED BOARD 
Certified or Eligible internist with special interest in 
allergy or endocrinology or neurology; man chosen will 
associate with highly successful group of young special 
ists; many benefits, including the possibility of early 
partnership in rapidly expanding clinic; city of 40,000; 
serving 80,000 in prosperous area in ideal geogrophical 
location. Write: Box 5460 C, % AMA 


WANTED—PHYSICIAN-SURGEON PREFERRED, OR 
physician, to establish own independent practice in 
city of Wakefield, Michigan; approximately 3500 pop- 


ulation; located in Gogebic County near western part of 
upper peninsula; modern, fully equipped office for sale 
near new 60 bed hospital. Contact: City Clerk, Wake- 
field, Michigan c 


THE JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION 
535 N. Dearborn St., Chicago 10, Ill. 
Phone WH 4-1500 Cable Address “Medic” Chicago 


SUBSCRIPTION RATES 
Price per annum in advance, including postage: 
Domestic, $15. Canadian, $17.00. Foreign, $21.50. 
Price to students, interns and residents: $9.00 in 
U.S. & possessions. 


SINGLE COPIES of this and previous calendar 
year, 45 cents each. 


REMITTANCES should be made by 
check, draft, registered letter, 


Currency should not be sent unless the 


money or express 
order. 
letter is registered. Stamps in amounts under one 
dollar are acceptable. Make all checks, etc., pay- 
able to “AMERICAN MEDICAL ASSOCIATION.” 


WARNING: Pay no money to an agent 
unless he presents a letter showing authority for 


making collection. 


CHANGE OF ADDRESS notice 
should be received at least 3 weeks prior to date 
change is to go into effect, and should state 
whether change is permanent or temporary. Both 


old and new address should be given. 


WHEN COMMUNICATICNS 
concern more than one subject—manuscript, news 
items, reprints, change of address, payment of sub- 
scription, membership, information wanted, etc.— 
correspondents will confer a favor and will secure 
more prompt attention if they will write on a 


Separate sheet for each subject. 


CONTRIBUTORS 
EXCLUSIVE PUBLICATION: 
Articles are accepted for publication on condition 
thut they are contributed solely to this journal. 


COPYRIGHT: Matter appearing in Tue 
JOURNAL OF THE AMERICAN MEDICAL Associa- 
TION is covered by copyright. Permission will be 
granted on request for the reproduction in repu- 
table publications of anything in the columns of 
Tue JourNAL if proper credit is given. However, 
the reproduction for commercial purposes of 
articles appearing in THe JouRNAL or in any of 
the specialty journals published by the Association 
will not be permitted. 


MANUSCRIPTS: Manuscripts should be 
typewritten, double-spaced and the original, not 
the carbon copy, submitted unrolled. Carbon cop- 
ies, or single-spaced manuscripts will not be con- 
sidered. Footnotes and »ibliographies should 
conform to the style of the Quarterly Cumulative 
Index Medicus published by ihe American Medical 
Association. This requires in the order given: 
name of author, title of article, name of periodical, 
with volume, page, month—day of month if weekly 
—and yea. Because of lack of space, it is necessary 
to limit the number of bibliographic footnotes to 
eighteen. Unused manuscripts are returned by 
regular mail. Used manuscripts are not returned. 


RESPONSIBILITY FOR STATE- 
MENTS~: While manuscripts are subject to 
editing so that they conform to the style adopted 
by the American Medical Association for its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THe JouRNAL do 
not represent those of the American Medical 
Association or auy other organization. 


ILLUSTRATIONS: Half-tones and zinc 
etchings will be furnished by Tue JournNaL when 
satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author’s name on the back. Photographs 
should be clear and distinct; drawings should be 
made in black ink on white paper, Used photo- 
graphs and drawings are returned after the article 
is published. 


PRICE LIST 
A price list describing the various pub’ ‘cations 
of the Association will be sent on request. 


AMERICAN MEDICAL ASSOCIATION 
535 N. DeEarBorn Street, Cuicaco 10 


Medical 
Bureau 


900 North Michigan Avenue Chicago 

ACADEMIC: (A55) Ob-gyn & ped., Diplomates or elig 
full-time acad. posts; research prog; 

ADMINISTRATION: (AA72) Consultant, med. ed pro- 
gram; exp. grad. field helpful; travel 

(Y¥19) Dir. dept, 35 man clinic increasing 

mall town, Ige drawing area w. 

ANESTHESIOLOGY: (B5) Chief, dept, new gen. hosp 

clinic serving indus. group; if Board, $20-$25,000 

ASSISTANTS: (Ci6) Surg. pref. 1-2 yrs’ res. surg. or 
ob-g¢ surg. group; univ. med. center, So; July Ist 

DERMATOLOG Y: (DI6) Ass'n, well estab. group; ex- 

ansion prog; Fla 

EPIDEMIOLOGY: (Q45) Foreign operations, major in 
dus. co; $18,000 (Fed. tax free) 

GENERAL PRACTICE: (Fil) Ass'n, well estab. group 
new med. bidg with full partner 
oppor; Calif; min. $12,009. (Fi2) Ass'n, 6 man 
group; pref. GP int. ped.. int. med., geriatrics 
suburb, med. school city. So; oppor. fac. post. (F I} 

ss'n, 3 man clinic estab. 40 yrs: 
oppor. consultation, med. center, 65 miles away 
small town, center of take area, Wis. (Fi4) Group 
ass'n Alaska: senior part. now in States Fi5) 
Foreign operations, major indus. do: 2 yr contracts 
ae sub. sal., Fed. tax free; all traveling 


INDUSTRIAL MEDICINE: (G56) Med. dir em- 
ployes; complete facilities, staff of 5: wis $15,000 
(G57) Young M.D. qual. surg. to assist med. dir 
succeed him upon early retirement: Choo 

INTERNAL MEDICINE: (HI0) Ass'n hypertension 
division, med. dept. 1000 bed tch'g hosp: pref. inter 
hypertension or cardiovascular renal disease; med 
schi city, MW. (Hil) Ass'n, dept med., well estab 
group; pref. one qual. GI; $1090 pilus %. Ist year 
$1250 plus %. 2nd, 3d: after 3d yr, full partner 
Fla H1i2) Ass'n, diagnostic clinic, major co yc 
5-day wk: career post. Group ass'n; 
$20-$25.090 

NEUROSURGERY: (179) To serve as chief (part-time) 
400 bed hosp. affil. med. scnl, also, part time, NS 
service prince pal tch'’g hosp 

OALR: (E5) Oph., head dept, 18 man clinic, own hosp 
300 beds: tch’g prog: res. town near med. center, NY 
(E6) Chief, dept oto., new clinic & hosp. serving 
indus. organ; $20.000 $25 000: So 

OBSTETRICS-GYNECOLOGY: (350) Ass'n, 2 Brd surgs 
SW; early partner. (J51) Chief and assoc: new gen 
hosp. serving indus. group; $20- $2 25.000 & $16-20,000 


Alaska 


resp; Ky 

ORTHOPEDICS: Ass'n Board orthopod: priv 
pract; met. subuib, N. J., near NYC. (K2) Ass'n 
group 3 internists, 2 gen. surgs; rapidly growing city 
45.000 near med scht city. So; full partner, 3d yr 

PATHOLOGY Li4) Dir. dept, 315 bed gen. hosp: ex 
pansion prog. will increase to 465: coll. town, 100,000 
MW. $30,000 up. (LI5) Ass'n. 2 Board men: pret 
xouns man int in supervising hosp lab; oppor 

reccarch: Calif 

PEDIATRICS (M26) Two needed; 23 man group serving 
community, 50.000, NY; partner oppor, (M27) Ass'n. 
9-man group new clinic bidg sufficient for 14 men 
town 30.000 near 2 univ. cities, So 

P & N: (P68) To estab. & dir. dept of P&N. group of 
49 wen, all Board or elig: univ. city, MW. (P69) 
O.°. mental hith prog; pop., 200,000; outside US 


RACIOLO’.Y: (R%2) Dir. dept, 12 man clinic, 140 bed 

gen. hosp: town 10,000; drawing area, 75.000: min 

2d, %, $30,000; SW. (R93) Assoc 

rad; 750 bed gen. hosp. affil. univ; all members rad 
900 


SURG=ZRY: (U63) Assoc. chief, new gen. hosp.. serving 
indus. group: So: $16,500-$20.000 dependent quals: 
(U64) Ass’t by surg: Chicago. (U65) Preceptees: 
hosp; yrs training: $500-$800 month 


UROLOGY : (WI2) Ass'n, 2 
new clinic bidg: town, 
oppor 

Please send for our Analysis Form. 


Board urologists: busy pract: 
100,000, MW; partner 


Burneice Larson oirecror 


INTERNIST OR ee QUALIFIED GENERAL 
practitioner; age 30-54; S. citizenship required; as 
staff physician for 209 b ‘ pult mary dis 


salary $8990-$11,610 nding on 
ent plan; 50 annual k 

a its. Apply M. inane Veterans Admin 

istration hospital, Excelsior Springs, Missouri 


ANES: HESIOLOGIST — BOARD ELIGIBILITY NOT 
required, but must have some postgraduate training in 
the specialty, willing to do some general practice: must 
be graduate of American Class ‘‘A’’ school; under 40; 
married: and draft exempt; to join established group of 

ge yeene physicians and two dentists. Box 5439 C. 


° 


PSYCHIATRIC VACANCIES 
affiliated with 3 medical schools 


ANGELES AREA 
in new VA hospital+ 


opportunity for individual and group therapy and 
research; salary $8900 through $12,685, plus 25°) spe 
cialty allowance Contact 


Manager, VA _ Hospital 
S pulveda, California ‘ 


WANTED—GENERAL PRACTITIONER AND BOARD 
Certified ophthalmologist to associate with modern well 
equipped clinic, Florida east coast; must have Florida 
license; salary first year with partnership privilege to 
follow; send full details, training, experience, characte: 
reference in first communication. Box 5459 C, % AMA 


PSYCHIATRIST WANTED—VA MENTAL 
Clinic, Miami, Florida; Board Certified; 
oriented preferred; salary to $13,760 determined b 
qualifications. Apply: Chief Medical Officer, Veterans 
Administration Regional Office, Dost Office Box 14:7 
St. Petersburg, Florida. ‘ 


HYGIENE 


(Continued on page 82) 
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“PROOF IN PRACTICE”® 


a study of 15,841 
hypertensive patients 


Below are actual comments made by | 


some of your colleagues who partici- 
pated in the recently completed study on 
cryptenamine (Unitensen). Evaluation of 


the drug was based on experience in | 


everyday private practice. 


“Unitensen is as good as any 
drug in its field.” 


ate eflective 
ypertension 
>» and especially 


effectiy 
c age groups. 


On geriatri 


n majority of 


“Worked good in in resistant 


patients, eve 
cases.’ 


“Pa 


TOP a bet tter 
diastolic: aged 20 and 


*A summary of the ‘Proof In Practice” 
study is available upon request from the 
Medical Director, Irwin, Neisler & Co. 


UNITENSEN’ 


Each Unitensen tablet contains 
cryptenamine (tannates) 2.0 mg. 


UNITENSEN-R 


Each Unitensen-R tablet contains cryptenamine 
(tannates) 1.0 mg., Reserpine 0.1 mg. 


Clinical supplies available upon request. 


Irwin, Neisler & Co. 


minister, 
| gregation have read the 69th chapter in | 
| Matthew?” 


| was my grandpappy; 
| confederacy.” 


| Daddy around?” 


| much humorous activity. Here are some 


e Decatur, Illinois 


TONICS AND SEDATIVES 
My Favorite Story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


“The subject this evening,” said the old | 
“is liars. How many in the con- 


Nearly every hand in the audience 
raised. 
“That’s right,” said the Reverend, “you | 
are the people I want to preach to as there | 
is no 69th chapter in Matthew.” 
e 


was | 


The Army rookie from the south ran 
afoul of the loyalty investigation that is re- 
quired in the defense department. In filling 
out the loyalty questionnaire he came to the 
question whether anyone in his family had | 


| ever been disloyal to the government he re- | 


plied “yes” in bold black letters. He was 
called up for an interview. 

“Yes sir,” he told the interrogator, “it 
he fought with the 


The other day a youngster asked his 
| mother the following question. 

“If the Lord gives us our daily bread, 
Santa Claus our Christmas presents, and 
the stork babies, what is the use of having 


e 
The Poetry Corner 


A famous physician named Bungi 
Had a knife sharp and venomous tongue, 
He refused all nutrition 
With this admonition 
I fear from the fungi, among ye 


| 
He scratched his ear, the infallible resource | 
To which embarrassed people have recourse | 

| 


Of Men and Politics 


| The political arena is not only a place 
| where reputations are made and procrasti- 
nation the theme. It is also the scene of 


| 


examples. 


Senator Morse was rushing to the Senate 
floor to participate in a filibuster when a 
reporter met him outside the door of the 
Senate chamber. 

“Senator, what do you think,” 
porter began. 

“This is the time for talking,” Morse cut 
in, “I have not time to think.” 


the re- 


(Continued on page 76) 
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In postoperative 


nausea and 
vomiting 


Dramamine 


brand of dimenhydrinate 


no matter what the patient's 


condition Dramamine can be 


easily administered 


If your patient will not take 
oral medication or if acute 
vomiting, restlessness or the 
patient’s condition makes Dra- 
mamine orally impractical. . 
Dramamine parenterally (am- 
puls) or rectally (Supposicones) 
will bring rapid relief. 


4 dosage forms. 


Tablets 
Ampuls 


SEARLE 


Liquid 


Supposicones” 
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LS 
| DEVELOPED FOR ONE-TIME-USE 
~NEW SHARPER POINT 
MEDICALLY TESTED PLASTIC HUB 
~ A STERILE, NONPYROGENIC, NONTOXIC, B-D CONTROLLED NEEDLE 


IDEAL FOR BED PATIENTS 


® 
Tycos HAND MODEL ANEROID 
DETACHES FROM 

CUFF! 


The new TYCOS Hand Model An- 
eroid offers you unsurpassed con- 
venience for house calls. Especially 
when patient is very sick in bed. 
You apply cuff, then attach the gage 
with minimum disturbance to pa- 
tient. You hold the gage at any dis- 
tance or angle for greatest conven- 
ience in reading. 

The new TYCOS Aneroid has these 
other valuable features: 

e@ Inflating bulb and air release 
valve are built right into the back 
of the gage. 

e@ Balanced to fit comfortably in 
either hand. 


EASY TO ATTACH. Gage quickly connects 
to the Hook Cuff with a Luer Lock fitting. 
You'll like being able to hook the cuff on 
the arm before connecting the gage. 


@ New feather-touch valve control. 
@ Single tube with Luer Lock fitting. 
@ Accurate in any position. 

e You know it’s accurate when 
pointer returns to zero. 


Backed by the famous TYCOs 10- 
year triple warranty. Made by skilled 
American instrument technicians. 
Service available in all parts of the 
country. Genuine leather zipper 
case and Hook Cuff. 

Weighs only 18 ozs. 

$47.50. Taylor In- 
strument Compan- 
ies, Rochester, N. Y., 

and Toronto, Ont. 


/ 


EASY TO READ. You hold the gage wher- 
ever it is easiest to read. Handy dial size 
makes it easy to keep it away from peer- 
ing patients. 


Taylor Lnslruments MEAN ACCURACY FIRST 
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TONICS AND SEDATIVES (Continued) 


When Arthur Larson, recent Under Sec- 
retary of Labor, makes an address he likes 


| to tell about the first speech of his career. 
|“I was addressing a group of farmers in 


South Dakota,” he relates, “I had mem- 
orized the speech and delivered it in my 
best possible public speaking class style. 
After it was all over I was talking to one 
of the farmers and asked him what he 
thought of the speech.” 

“Well,” he said, “it was all right but one- 
half hour of rain would have done a sight 
more good.” 

During a recent closed committee session 
Senator Dirksen of Illinois, who is ac- 
knowledged to be an orator of the old style 
school, was interrupted in the course of an 
exposition and said, “My dear colleagues 
you are interrupting a man I love to hear.” 


Quotes of the Week 


Before a person tries his hand at some- 
thing he should try his head at it. 


The fish gains weight slowly except the 
one that got away. 


44 

The closest relative can be very distant. 

At the age of 50 one settles down to cer- 


tain well-defined conclusions most of which 
are wrong. 


Gw 


Anecdotes 


Two sharp shooters met who hadn't seen 
each other in a long time. 

“How is business?” 

“Rotten,” replied the other with a sigh, 
“if it keeps up my income tax report will 


| be just about correct.” 


“If your mother gave you a large apple 
and a small apple and told you to give one 
to your brother, which one would you give 
him,” asked the teacher. 

“Do you mean my little brother or my 
big brother?” asked the pupil. 

“See this jewelry,” said the sorority 
pledge, “it once belonged to a millionaire.” 
“Gosh! Who?” asked the impressed sister. 

“Woolworth,” the pledge replied. 


(Continued on page 78) 
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U.S. 
AIR FORCE 
MEDICAL 
SERVICE 


Exceptional range of clinical cases in 
Air Force hospitals provides varied 
and stimulating practice. 


Practising in modern hospitals that 
rank with the finest in the world, the 
Air Force physician encounters a 
complete range of clinical experience. 
At the same time, virtually unlimited 
facilities provide him with proce- 
dural freedom. Result: a fine profes- 
sional climate. He enjoys, too, all the 
advantages of a group practice, in- 


cluding greater personal freedom, 
economic stability and a fuller family 
life. If you are interested in a truly 
stimulating career, with broad op- 
portunities for professional advance- 
ment, find out whether you qualify 
as an Air Force physician. Write: 
Physician Information, Dept. AMA- 
2, Box 7608, Washington 4, D. C. 
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SENILE PRURITUS. 
INFANT ‘RASHES 
WINTER ITCH 
BATH ITCH | 
‘PSORIASIS 


Emollient Baths 


AVEENO “‘Oilated” Baths 


provide: 


the recognized relief of a 
soothing Aveeno Colloid Bath 


plus the skin-softening quality 
of emollient oils 


Active Ingredients: Aveeno Colloidal | 


centage (35%) of liquid petrolatum and 
olive oil (U.S.P.). 


AVEENO® “OILATED” 
is available in 10 oz. cans. 


AVEENO CORPORATION 
980 WEST S7TH STREET NEW YORK 19, 


AVEENO 
“Oilated” 


Oatmeci impregnated with a high per- 


| TONICS AND SEDATIVES (Continued) | 


During preliminary inspection in a Boy 
Scout camp, the director found an umbrella 
in the bedroll of a tiny scout. Since the um- 
brella was obviously not one of the items 
of equipment listed, the director asked the 


lad to explain. The tenderfoot neatly 
countered with this question, “Sir, did you | 
ever have a mother?” 


The proprietor of the store which re- 
cently had been burglarized met a friend 
on the street. 

“I was sorry to hear about the robbery,” 
the friend said, “Did you lose much?” 

The storekeeper shrugged his shoulders, 
“Some, but it would have been a lot worse 
if the burglar had broken in the night be- 
| fore.” 

“Why?” asked the questioner. 

“Well, you see,” said the storekeeper, 
“just the day of the robbery I marked 
everything down 20%.” 

“Professor you have your hat on back- 
wards,” said a student. 

“Are you certain?” asked the professor. 

| in 

| Over in Canada during the holiday sea- 
| son an enthusiastic Salvation Army girl 
| lieutenant was going from door to door 
with the collection box. 

She went to the door of a good old lady 
and asked if she would like to help the 
carolers. 

“I should like to,” replied the old lady 
croakily, “but I have the bronchitis some- 

| thing terrible this year and I cannot sing 

a note.” 


5 


| Two men who had both borrowed from 

| a local bank met on the street. 

| One said, “if the market doesn’t go up, | 
I will have to rob a bank.” 

| The other said, “if the market doesn’t 

| go up, I have robbed the bank.” 


—D. DB. 
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YouR 
WAITING 


MODEL 420 SIDE CHAIR 
with Space-Saver Legs 


The new Harter side chairs are ideal 
for waiting rooms. They’re fine, too, 

as extra chairs throughout your offices. 
Your choice of armchair or side chair 
models—with wall-saver rear legs that 
keep back rests from touching walls or 
with conventional space-saver legs. 
Harter’s smooth welded steel construc- 
tion, durable baked-on finishes and easily 
washable vinyl upholsteries assure 
long-lived good looks. Write for name 
of your nearest Harter dealer. Without 
obligation he’ll be glad to show you 
these chairs in your own offices. 


HARTER CORPORATION 
207 Prairie St., Sturgis, Michigan 


RARTER 
STEEL CHAIRS 


MIC AIGAN 


BUY 
U. S. SAVINGS 
BONDS 


“You'd better hang up now, Mrs. Strober—too much talking 
isn’t good for your sore throat!” 


ae 
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STERISIL 


Gone is the maddening 

vaginal pruritus she complained of 
so desperately last week. All 
symptoms of vaginitis due to 
Trichomonas, Monilia or Hemophilus 


vaginalis* can be eradicated quickly 


with Sterisil Vaginal Gel. 

Sterisil, a new anti-infective 

compound has broad antibacterial, 
antifungal and antitrichomonal activity, 
Effective against all the prevailing 
forms of vaginitis, Sterisil is: 

Clinging: Unique tenacity for tissue 
provides prolonged antiseptic action; 


application every 48 hours usually suffices. 


Antipruritic: Patients with severe 
pruritus have experienced almost 
immediate relief. 


Secretion-arresting: Profuse 
vaginal discharge is reduced to normal. 


Deodorizing: Disagreeable odor 
vanishes promptly. 


*H. vaginalis, the pathogen now believed 
responsible for most cases of so-called 
“nonspecific”’ vaginitis 


Dosage: One application every.other night for 
a total of six. Treatment should be continued 
through one menstrual period. Severe cases 
may require treatment every night. 

Available in 1'4 oz. tubes with six disposable 
applicators and complete instructions. 
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unique antacid with milk-lire action 
In gastric hyperacidity and peptic ulcer, Trrraxac brings qu ick 
Gm. glycine and 0.42 Gm. caleium 


AN AMES CLINIQUICK CLINICAL BRIEFS FOR MODERN PRACTICE 


What three pathologic conditions may be associated 


with chronic disease of the biliary tract? 


(1) Pancreatitis— may be induced by common duct stones, infection of gall- 
bladder, regurgitation of bile into pancreas; (2) Diabetes mellitus—nine times 
more frequent in patients with gallbladder disease than in general population; 
(3) Heart disease —overdistention of the biliary tract can cause reflex vasocon- 
striction of coronary arteries and ischemia of heart muscle. 

Source — Twiss, J. R.: New York J. Med. 57:929 (Mar. 1) 1957. 


for free-flowing natural bile 


DECHOLIN with Belladonna 


(dehydrocholic acid and belladonna, AMES) 


flushes entire biliary tract with dilute 
natural bile... helps thin gallbladder 


contents.. 


.Telaxes sphincter spasm 


hydrocholeresis plus spasmolysis 


combining two of the best known agents 
in gastrointestinal therapy, 
DECHOLIN/Belladonna is widely 
prescribed for— 
+ medical and surgical management 
of chronic cholecystitis 
« functional G.I. distress 
«routine physiologic support of older patients 
«correction of constipation without catharsis 
Each tablet of DECHOLIN/ Belladonna contains 
DECHOLIN (dehydrocholic acid, AMES) 
3% gr. (0.25 Gm.), and extract of belladonna 


Y% gr. (0.01 Gm.), equivalent to tincture 
of belladonna, 7 minims. Bottles of 100 and 500. 


. Ames Company, Inc - Elkhart, Indiana 
Free-flowing low-viscosity bile f.\ Ames Company of Canada, Ltd., Toronto 
which is liberally evoked in response 47958 


to DECHOLIN and DecHoLin Sopium. 


(Continued from page 73) 


WANTED—GENERAL PRACTITIONER TO ASSUME 
practice in Washintgon state town; population 1000; in 
rapidly expanding area; annual gross $50,000; un- 
surpassed hunting and fishing; equipment at cost; 
ne terms to right man. Write: Box 5446 C, % 
AMA. 


WANTED—GENERAL PRACTITIONER FOR MINING 
community, eastern Nevada; 7 man group; minimum 
guaranteed $13,200 per annum; periodic increases; ex- 
hospital facilities; opportunity join gene. 
wr Ross, MD, Chief Surgeon, Steptoe 
Hospital, East Ely, Nevada. 


WANTED — MEDICAL DOCTOR FOR GENERAL 
practice in modern city of 1000 in Red River Valley of 
North Dakota; new modern medical building; financial 
assistance available. Address: H. M. Nash, Secretary, 
Hatton, North Dakota. c 


INTERNIST—CERTIFIED OR QUALIFIED FOR CER- 
tification; military obligation fulfilled; under 35; asso 

ciation with group; southern city of 150,000; starting 

om, parsers pation in group if satisfactory. Box 546: 


TECHNOLOGIST-TISSUE; FOR UNIVERSITY HOS- 
pital+, Louisville, Kentucky; experienced in routine 
and special stains; salary depends on experience; reg- 
istration unnecessary; state qualifications and salary 
desired. Box 5456 C, % AMA 


WANTED—PEDIATRICIAN;: ONE OR TWO; BOARD 
or Board Eligible; to associate with two obstetrician- 
J ae get will build to accommodate in new build- 
ry first year guaranteed $14,000. Box 5477 C, % 


PEDIATRICIAN WANTED — TWO INDEPENDENT 
Pediatricians seek a Board-qualified pediatrician for 


Similar independent, but cooperating practice in at- 
tractive Florida city of 35,000; list training and per- 
sonal data in reply to: Box 5484 C, % AMA. 


PATHOLOGIST—LARGE GENERAL HOSPITAL OHIO; 
residency program; school for medical technologists; 
State qualifications; financial requirements, and avail- 
ability for personal interview. Write: Box 5387 C, © 


WANTED—CERTIFIED RADIOLOGIST AS ASSOCI- 
ate in southern California agricultural community; 
must be well qualified in therapy and diagnosis; 
guarantee $1500 per month minimum with percentage. 
Box 5451 C, % AMA. 


EXCELLENT FOR EYE, EAR, NOSE 

and throat man; city 14,000; southern tier, New York 

state; beautiful home and oe office available; new 
hospital. Box 5472 C, % AMA 


32 YEARS AGE; BOARD CER. 
tified or Eligible; 11 man, well recognized, general 
medical clinic; Titinois city of 

excellent hospital facilities. Box 5473 C, AMA. 


J.A.M.A., Feb. 15, 1958 


OUR 62ND YEAR 


ANESTHESIOLOGY: (r) Qual all phases anes & open 
cardiac surg; dir dept; 16 man grp, mostly on med 
faculty oper as prtnrshp; oppor $15-20,000 Ist yr; 


Mw. 

BLOOD BANK: (a) Med dir, regional blood entr w/32 
chapters; req’s exper; woman doctor considered. 
DERMATOLOGY: (n) Hd dept, orp 17 men mostly 

=r aaneee@ to 22 men; new $500,000 cl; own 


GENERAL PRACTICE: (v) Assn w/2 suvg, FACS; busy 
indus pract; to $14,000; vic Chgo. (w) Long estab'd 
orp; mod well-equipd cl; about $15,000; Alaska. (x) 
With good surg trong; assn well-qual GP; oppor 
jm ag might consider one wishing to work Jan to 

ch yr, could guar $10,000; Florida lic req'd 

INDUSTRIAL MEDICINE: (u) Exper’d priv pract; pref 
strong interest, Int Med; plant 4,000; good oppor 

for advancement: open sal; nr NYC. (v) Staff Phy; 

qual dir activities, 35-bd-hosp-clinic facil; $12,000; 


Sw. 

INTERNAL MEDICINE: (f) MD to estab research 
program throughout USA; exper not nec; personality 
important; lots of travel; $15,000; E. (g) Health 
service, impor univ; $14,000; MW. (h) Assn, 3 man 
orp; fully equp’d ofc in 50 bd hsp; guar $18,000; 
MW. (i) W/spec inter & trong, Chest Diseases: orp 
pract; comet & outstandg facil; if Dipl, $15,000 


OALR: (t) yom * qual hd dept, long estab 25 man arp: 
% w/excl guar; substantial retirement plan; NW. 
(u) Oto; able handle active serv w/inter in develope 
either aural surg, neck surg, radical surg or spec 
surg for deafnesss or plastic; clinic, 50 specialists: 
own ige med schi affil hsp; E 

OB-GYN: (f) Assn w/Cert ob-gyn; 8 man grp estab ‘33 
new cl bidg; prtnr few yrs; ige city; So. Calif. (¢) 
Assn w/orp yng specialists; expansion prog; early 
prtnr; above avrg financial arrngmts; Houston, Tex 

ORTHOPEDICS: (t) Hd dept: smir arp: new post: ex- 
pansion prog; very substantial finan arrngmts; Hous- 
ton, Tex. (u) Assn w/Johns Hopkins Bd ortho, 
FACS: 6 man indus orp estab '37:; $16,000 plus own 
priv pract; indus city 500,000; med schi ; 

PATHOLOGY: (y) Dir dept & hd schi; 225 bd med schi 
affil hsp; sal, % o, combination; MW. (2) Dir dept. 
fully apprvd 275 bd “> w/excl cancer prog; about 

$35,000 present volume ; 

PEDIATRICS : (a) Assn, 3 Bd ped: 15 man orp: expan- 
sion prog; new cl bidg: attrac twn 10,000, vic aay 
area, Calif. (b) Hd dept, 8 Bd men est ‘40: out- 
standing facil; sal open; prtnr 3 yrs netting $25, 000: 
attrac twn, nr univ med cnt 

PHARMACOLOGY: (w) Med dir; jong estab co; ethical 


drugs; $20, ; East. 
PHYSICAL MEDICINE: (w) Dir dept, impor orthopedic, 
children & adults hsp; serving wide sree to $18,000 
P & N: (u) Psy: to organize & dir new mental hith 
entr; complte staff; $15- 20, 000 plus pract privi: 
serves community 40,000 -North-Central. (v) NP; 
qual hd dept outstndg orp 44 men, majority Dipls; 


Sw. 
RADIOLOGY: (w) Assn orp 4 Cert rad affil w teho staff, 
univ med schi; largest priv rad ofe in state; es 
40 yrs; sal & %, Ist few yrs then prtnr; city 500,000 
(x) Assoc w/Dipl, Rad; diagnostic & 
yr: 


$ : 

dept Stud Hith: 10,000 students, impor State univ; 
warm climate. (k) Woman; asst in hith serv; woman's 
lib! arts coll; asst prof rank; July ‘58; NE. 

SURGERY: (p) Assn, 9 man orp, straight surg w/possi- 
bility replacing older surg; county seat serving area 
50,000; 3 hsps; Carolinas. (q) While Bds not req'd 
Foe! be well-qual; assn, 3 man erp; offices in 50 

hsp; guar $18-24,000; smaller tw 
urology: (j) Dir dept; 13 Dipis; LA area; Calif. 


PLEASE SEND FOR AN ANALYSIS FORM SO WE 
MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 


We offer you our best endeavors—our integrity—our 61 
year record of effective placement achievement 


STRICTLY CONFIDENTIAL 


WANTED — PEDIATRICIAN TO JOIN ANOTHER 
Pediatrician in an active 8 man clinic in the southwest; 
Salary for six months; Leading to a full partnership 
Box 5445 C, % AMA. 


NTED — TWO OBSTETRICIAN-GYNECOLOGISTS; 
a Certified or Eligible: new group in Mideastern 
section; minimum net $18,000. Box 5454 C, AMA. 


WANTED GENERAL PRACTITIONER UNDER 30 
years to join 35 year GP in general practice, must be 
interested in obstetrics and pediatrics Lewis Turner, 
MD, 2604 Roosevelt Road, Kenosha, Wisconsin. Cc 


WANTED—TWO PHYSICIANS, INTERNAL MEDI- 
cine: Board certified or Eligible: new 
USA; minimum net $18,000. Box 5453 C, AMA 


ANESTHESIOLOGIST WANTED—FOR ASSOCIATION 
with California group; ideal situation. Write: Box 5479 
C, % AMA. 

WANTED—TWO PEDIATRICIANS; BOARD CERTI- 
fied or Eligibie; forming new group in eastern USA; 
minimum net $18,000. Box 5452 C, % AMA, 

ASSOCIATE WANTED—TO ASSIST IN LARGE GEN- 
eral practic salary; partnership to follow. 
Box 5465 C, 

OTGLARYNGOLOGIST;: SOUTHERN CITY; i2 MAN 
group; salary first. for early partner- 
ship. Box 5468 C, A. 


(Continued on page 86) 
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when you prescribe 


in hypertension, you can be confident that 


a majority of your patients will respond — 


‘Ninety-six percent of the mild hypertensives 
and eighty percent of the moderately severe 
hypertensives became normotensive. . . .”! 


side effects will rarely be a problem — 


“Side effects were mild and lasted only briefly.”” 


4 
hypertension @ 4 4 Whi o-Pres im“ 


a a balanced combination of rauwolfia, protoveratrine and 
Dibenzyline* (phenoxybenzamine hydrochloride, $.K.F.) 
Os —in two dosage strengths 


Smith Kline & French Laboratories, Philadelphia 
1. Smith, C.W., and Thomas, C.G.: Am. Pract. & Digest Treat. 8:920 (June) 1957. 


*T.M. Reg. U.S. Pat. Off. 
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THE MORE YOU EXPECT 
OF A LOCAL ANESTHETIC 
THE MORE YOU WILL DEPEND 
ON XYLOCAINE 


~ 


(brand 


‘injectable solution for 


hesia 
in Spinal Anest 4 
| n 
— here rapid onset and moderate q 
: es W 
ia in those procedur 
inal anesthesia In ; to this eg 
Xylocaine is recommended for sp Xylocaine which render it adaptable , 
ia are desired. The advantages of Xyioca! a 
duration of anesthesia are 
technique are: 
sh 1. Low binding affinity minimizes potential nerve injury 
2. Onset of action is rapid 
3. Duration of anesthesia is moderate (about 45-60 minutes) 
ration 
4. Initial anesthesia is succeeded by a period of analgesia of approximately 40 minutes du RE 
5. Completely stable in the presence of spinal fluid ; 
The speed of onset, and highly predictable, moderate duration of anesthesia obtained with Xylocaine sg 
in saddle-block anesthesia make it particularly suitable for use in obstetrics. The parturient is relieved 
of pain and is a relaxed, highly cooperative patient. In addition, the analgesia period provides desir. q 
able, postpartum comfort, ‘3 
A bibliograph 
erapny of more than 300 published references reporting the successf 
Caine for a wide Spectrum of Proced application of Xylc 
ures IS also available and wi 
Wi 
for it~ see why it ie cara. « Ibe sent gladly at your request, § | 
Y It is said: They rewrote the b end f 
00k for Xylocaine.” q 
TTruant, AP. 
Federation Proc, 16:34) (March) 1957. 4 
de #166 Of a series 
Xt issue _ °Pical Anesthesia 
AVAILABLE P 
> ec, an box and 30 
000. 


J.A.M.A., Feb. 15, 1958 


SHAY MEDICAL AGENCY 
55 E. Washington Street 
Chicago 2, Illinois 


Service of Distinction since 1914 

ANESTHESIOLOGIST: assoc. in 560 bed hosp; East; 

| present Chief plans tu retire in few mos. & Assoc. 
| will succeed to top job; should have interest in tehng: 
| $15,000 start plus °%o. 

DIRECTOR MED. EDUCATION: tge. MW gent hosp. 
fully appr, within easy reach of advance work; ample 
cultural & civic activities; can be either Internist or 
Surgeon 

DIRECTOR STUDENT HLTH: MW co-ed Univ; about 
$10,000; full or assoc. professorship can be offered 
right man; want someone who will take adm resp. & 
build the program 

ENT: w/trng in bronch & esoph; $20,000; assoc w/Cert 
Ophth;: W.Va 

| GENERAL PRACTICE: (a) Tex Grp; $1000 mo start: 
future prtnrshp (®) assoc w man born in "16 doing 


a first thought for pain relief 


d dromorr none A 
brand of dihydromorph 7 GP & Ped: NY: $1000 start (c) w surg: w/man est 
il yrs; : $1000 start, prtnrshp or %> after t-yr 
INDUSTRIAL: (a) Tex: to $1000 start; aircraft co.; to 
phys to flight personnel in addition to gen! 
med work. (b) full time office work in assn 


Carry the multiple dose vial for convenience w_t-other doc: perm Chgo: $800 start 
INSURANCE: well-known Co. seeks exp. man w trong in 


1 ce. equals 1/32 grain (2 mg.) med & surg or int med; Calif; some travel on West 


w sub-trng in allergy or hema- 
: Ky: 2nd in dept; real potential for top- 
notch man; $1000 net start: can expect $30-$35,000 
win 2-3 yrs (b) te become ortnr of Surg; Minn: 
Pain relief without hypnosis w prtnrsho at end of that time (ec) to 
assoc w Cert Internist & Cert Surg w intent of even- 
H H tual prtnrshp; Chgo suburb; moving into own med 
: NEUROSURGEON: (a) to form & hd dept in lee MW 
ini H arp est in "I4 in Univ center: good hosp facil (b) assn 
° Minimum of side effects on ptroarshp arrangement: °o will depend on qual 

” i j i ORTHOPEDIC SURGEON: Prtnrshp w/Cert man of 50 
An opiate, may be habit forming Atlantic coast; you can realize $20,000 yrly to start 
PATHOLOGIST: (a) Dir. of Lab: clin & Anat; NY one 

ae serving 2500 sq. mile area; 7000 in-pt admissions 
All dosage forms 2000 operations yriy; autopsy rate 23°%0; to $20,000 
start (b) asst: Ohio hosp of 500 beds; about $20,000 
PEDIATRICIAN: (a) loge MW clin; college twn, to $12.- 
000; opptny for study & resrch (b) Clin; Ky; unusual 
opptny: ®o of profits ist yr w min guar of $15,000, 
but actual earnings can exceed this figure; full prtnr 


ilaudi ; \ r nahin nd j ; after 
. . . Dilaudid acts more quickly than morphine and is less likely to produce «) die at. ti wa: 
undesirable side effects; and is better tolerated, producing effective anal- than 51600—more 
epe 3 
i it ini ti fac PHYSICIAN: for MW state prison: 40-hr week: to $15,- 
eee ere h oan of hypnotic erect. 000; many fringe benefits: 20 bed hsp avail 
PSYCHIATRIST: (a) Chief & Med Dir; MW clin est 10 
yrs; $14,000 start: reg hrs (b) Dir Prof Trng; to 
$15,600; East; newly created position at trong & 
resrch center 
RADIOLOGIST: (a) asst Cert man; guar of $18,000; 225 
Dosage Forms of Dilaudid hydrochloride gent hosp: MW progressive indus city (b) assoc 
hosp & office pract: must be qual in isotopes & 
Ampules: 1 cc., 1/32 gr. and 1/20 gr. each MUST have Fla license; to $15,000 Ist yr w grad 
° ° ortnrshp 
. STUDENT HEALTH: MW Univ of 6000 students; full 
Hypodermic Tablets: 1/16 gr., 1/32 gr., 1/20 gr. each. time; about $10,000 
fe) | T bl ] in chest vascular 
. ork; well-es yrs) '2-man mountainous re- 
: Me ak ed hos alif; incum- 
Multiple Dose Vial: 10 cc., 2 mg. Dilaudid sulfate per cc. Uevent retiring: S-days; ‘salary open: furnished hse 
avail 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


*Dilaudid is subject to Federal narcotic regulations. QUALIFIED SURGEON FOR OVERSEAS 
i i i ent with United States government; 4 
of United States Class A medical school; native 
United States citizen under 45 vears of age; exempt 
from Doctors Draft and in good health; salary $10,000 
plus allowances; willing to sign three year contract; in 
itial reply to include summary of personal; professional, 
3 » Yo AMA 


and military backgrouna. Box 5303 C 


KNOLL PHARMAC KUTIC AL € OMPANY WANTED — NEW MEXICO; RADIOLOGIST; BOARD 
Certified or eligible preferred; to serve as Assistant 
Chief, Veterans Administration Hospital, Albuquerque 
New Mexico; 500 bed GM&S hospital affiliated with 
University of Colorado School of Medicine; usual Vet 
erans Administration benefits; salary dependent 
qualifications; full citizenship required. Contact: Chief 
Professional Services, Veterans Administration Hospi 
tal, Albuquerque 
$12,685 depending upon qualifications; 25% additional 
(Continued from page 82) DOCTOR NEEDED BADLY IN BATTLE CREEK, i? Board Certified; not to exceed $13,760; approved 
lowa ; 1,000 population; modern fully equipped mu- three ars psychiatric residency in conjunction with 
INTERNAL MEDICINE PHYSICIAN NEEDED FOR nicipally owned and oper 1 eighteen bed hospital; Northwestern University; hourly commuting distance 
new group in established medical center; fast growing four thousand in trade ar consolidated school and Chicago; citizenship required. Write: Manager, Veter- 
Dallas suburb. Write: Box 5481 C, % AMA, three churches; financial assistance available; commu- ans Administration Hospital, Downey, North Chicago, 
WANTE ~~ will equip — furnish office, rent free, for one year Hiinois. Cc 
N D — THREE GENERAL PRACTITI : with option to buy or will build clinic to a doctor’s 
forming new grou» in eastern USA: AO a bane! specifications on same terms. For further information | MEDICAL DIRECTOR—AT LEAST 2 YEARS EXPE- 
$15,000. Box 5455 C, % AMA Prevarensent Ear] Mick- in 
elsen, President, Battle Creek, lowa 4 ‘ $s; fiv week; com- 
WANTED—PEDIATRICIAN & GENERAL PRACTI- . pletely furnished home for family income tax free; ap- 
tioner; clinie group in northern Indiana, close to WANTED—NEVADA; LICENSED PHYSICIANS, RE- a ee available July 1; present incumbent retiring; 
Chicago; Salary open. Box 5458 C, % AMA cent graduates of A-1 American or Canadian School; alifornia license required. - N. Lindberg, ‘ 
wishing to defer private practice or specialization; com- Medical Director, Ahwahnee Sanatorium, Ahwahnee, 
SEALE PAVING uP petence in physical medicine will suffice, although psy- California. 
Nebraska invites inquiries and applications chiatric training or experience desirable; position offers > 
ans interested in hospitals, ity opportunity for active psychiatric experience | 
facilities; and clinics associated with th L S, 982 pathologist ; r Board man; also to take over clinical 
laboratory ; a ther pathologist in county; approximate 
i population 125,000; small town of approximately 85,000 
Reno, Nevada Cc people; close to San Francisco; ideal weather conditions; 
to $1 > WANTED IMMEDIATE on excellent opportunity. Contact: Box 42 C, % AMA 
D, Director of : ATELVY—STAFF PHYSICIAN F WANTED—CHIEF, SURGICAL SERVICE; EXPERI- 
Mental Health, 602 S. 44th Avenue, Omaha 5, Nebras- Stak, Constructed seventy-seven bed tuberculosis hes: | “ence in thoracic surgery necessary; at a 500 bed tuber 
ka. c o + opera ed by the Ohio Department of Health; culosis hospital 35 miles north of Pittsburgh; salary 
experience in pulmonary diseases desired but not es- $8,990 to $13,760 depending on qualifications; must he 
PHYSICIANS WANTED—TO WORK WITH PSYCHI- sential; Ohio license or eligibility for same required; | 17." 8. citizen; family quarters available. Write: Di 
atric patients in 2,400 bed hospital; suburb Chicago; beginning salary $10,320 with yearly increases; liberal | rector, Professional Services, Veterans Administration 
salary ranges $7,570 to $12,685; depending upon qual- vacation; sick leave and retirement benefits; furnished Hospital, Butler, Pennsylvania, for further information 
ifleations; Northwestern University affiliate; citizenship two bedroom apartment available at nominal rent. c 
required. Write: Manager, Veterans Administration Apply: Harold H. Cashman, MD, Director, Southeast 
Hospital, Downey, North Chicago, Mlinois. Cc Ohio Tuberculosis Hospital, Nelsonville, Ohio. c (Continued on page 88) 
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with few side effects 


nticholinergis drug 


on peptic ul 
On peptic Uicel 


Atropine’ Anticholinergic A Anticholinergic B 


Daily Dose 1.6 mg. 400 mg. 120 mg. 
No. patients and 37 27 16 
length of follow-up 11 mo. 13 mo. 


Results: 
Good to excellent 51% 
Fair to poor 49% 


Recurrences: 
None 16% 
Few 46% 
Same 38% 


Complications: 
Hemorrhage 5 
Perforation 0 
Obstruction 0% 
Surgery needed 3% 


Side effects: 
Oral 38% 
Visual 11% 
Sphincter 11% 


Available in three forms: tablets of 25 mg., plain (Pink) or with 
phenobarbital, 15 mg. (Blue), and parenteral, 10 mg./cc.—1 cc. ampuls. 


Dosage: 1 or 2 tablets before each meal and at bedtime. 
Parenterally, 10 to 20 mg. every 6 hours. 


Also available: PATHIBAMATE** Meprobamate with PATHILON Lrprr-e, 
for gastrointestinal disorders and their “emotional overlay.” 


1. After Cayer, D.: Prolonged anticholinergic therapy of duodenal ulcer, Am. J. Digest. Dis. 7-301 (July) 1956, 
*Reg. U.S. Pat. Off. ** Trademark 


in anticholinergic therapy... | 
weigh the benefits 
against the side effects 7%. 


E Lederte LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW YORK 


87 
effective ulcer therapy 
26% 44% 
22% 13% 
48% 50% 
= 38% 38% 
7% 19% 
4% 0% 
4% 0% 
4% 6% 
78% 25% 
‘ 48% 6% 
a 15% 0% 


THE ,DIAPHRAGM 
WITH THE 


cONTOURING 


OFFERS YOU AND YOUR PATIENTS 
THESE BENEFITS 


Expressly designed to assure your patient ease of insertion and auto- 
matic placement. 


2. Conserves physician’s time by reducing fitting and instruction period 


Patients learn readily and develop greater confidence because of the 
ease with which they learn to place and use the diaphragm. 


Affords excellent patient protection by locking in spermicidal lubri- 
cant and delivering it directly under and next to the os uieri 

Folds behind pubic bone with suction-like action forming a most 


effective barrier. 


Simple to remove. 


When compressed, diaphragm forms into semi-curve or half-moon 
shape (Fig. 1) permitting it to pass easily along floor of the vagina 
beyond cervix ( ig. 2) without any difficulty. No mechanical inserter 
or introducer is required (Fig. 2) since the KORO-FLENX will not 
buckle or butterfly in form. 


KORO-FLEX (contouring) Diaphragm is suitable, not only where 
ordinary coilspring diaphragms are indicated but for Flat rim (Men- 
singa) type as well. 


May be used in cases of mild 
prolapse, cystocele or rectocele 


Suggest the convenient-economical 
KORO-FLEX COMPACT 60-95 mm 


Sanitary plastic bog with zipper closure. 
Diaphragm, tube KOROMEX Jelly (3 02.), 
Cream {I oz. trial size). 


Available at all prescription pharma- 
cies. Write for descriptive literature. 


FIG. 3 


HOLLAND-RANTOS COMPANY; 145 HUDSON STREET, NEW YORK 13, N. Y. 


inued from page 86) yANTED—SUPERINTENDENT AND MEDICAL DI- 
(Continued fre pag rector; 100 bed TBC Sanatorium, southeast Minnesota; 
WANTED--HIGH SCHOOL TOWN IN NORTH CEN- modern, well salary 
tral Indiana needs doctor; monprofit organization Hoard of Directors, Mineral Springs Sanatorium 
tor to work with people, of small town and thickly + Cannon Falls, Minnesota. c 
ulated farming ar doing something about their neec GENERAI PI CH 
INERAL tACTITIONER—EXCELLENT OPPOR- 
seven erm hospital. Write: Russel town Of 3,080 fear good 76 bed 
unker Hill, Indiana. open staff hospital: excellent office; early partne rship in 
rE IENE blished office. Write: Milton M. Howell, MD, 
IDEAL LOCATION FOR ONE OR TWO GENERAL esta 
practitioners or one surgeon and generalist; completely Glencoe Clinic, 624 Franklin Avenue, Glencoe, ne 
equipped clinic for surgery and obstetrics; pleasant Sota 
small town in Missouri with growing industry; easily 
eo ee leaving due to ill health. Box 5426 C, stetrical training, interested in developing genera! prac- 
placerat tice and obstetrics; excellent opportunity for young doe 
WANTED—THREE PHYSICIANS; INTERNIST, PEDI- tor to associate with staff of 18 in xroup practice in 
atrician and general practitioner to join specialists Great Lakes city of 45,000. Box 5355 C, % AMA 
with well established practice in growing suburban com- | aS 
munity northwest of Chicago; new air-conditioned | Ww THREE HOUSE PHYSIK IANS, JULY 
building now operating with completely staffed labo- 1958; salary $600 in addition to full maintenance ; 
ratory and x-ray departments; permanent association requisite; Pennsylvania license or its equivalent. A 
with partnership opportunity; no financial investment ply to: Miss Martha C. Marks, — Administra- 
required; interested in man now practicing in Chicago tor, Westmoreland Hospital*+, Greensburg, Pennayiva- 
area; or man now locating. Box 5147 C, % AMA. nia 


PHYSICIANS WANTED—FOR CHICAGO AND SUR- WANTED — BOARD QU ALAVIED ANESTHESIOLO- | 
rounding suburbs; many full and part time opportuni- gist to direct department in 140 bed hospital located 
ties available including associations, industry and all on southeastern coast; - e new 200 bed hos- 
specialties. Call or write: Garland Medical Placement, pital under construction; attractive financial arran 
25 East Washington Street, Chicago, Mlinois, Andover ment for right man. Apply to: Administrator, Box 5430 
3.0145. Cc C, % AMA. 


J.A.M.A., Feb. 15, 1958 


PSYCHIATRISTS and PHYSICIANS 


California offers attractive opportunities in 
its State mental health and rehabilitation 
programs. Choice of location in many mod- 
ern facilities. 


No written examination. Employment in- 
terviews on first and third Tuesdays of 
each month in Los Angeles and San Fran- 
cisco; interviews in April in such cities as 
Chicago, New York, Washington and 
Boston. 


Three monthly salary groups: $950-$1050; 
$1000-1100; $1100-$1200. Annual merit 
increases, liberal retirement plan, and 
other benefits. 


Write Medical Recruitment Unit 
State Personnel Board, Box F 
801 Capitol Avenue 
Sacramento 14, California. 


WANTED GENERAL PRACTITIONER FOR WELL 
established practice ; $30,000 college town; 1,600 popula 
tion, West Virginia; 70 miles trom Washington, D. ¢ 
open staff hospitals 7 miles; well equipped office with 
nurse; four bedroom home available; leaving to special 
ize. Writs ox 5422 C, % AMA 


WANTED -BY RAPIDLY GROWING, ESTABLISHED 
t 40 specialists in southwestern Pe mnsyis ania 
eligible or Certified obstetrician-gynecc 

gist; modern facil ; salary $16,000 
2 dle pending qualificati ; paid vacation and 
study Wr Box 5347 AMA 


EXCELLENT OPPORTUNITY FOR GENERAL PRA‘ 
titioner who can secure Indiana license and wishes t 
practice — ral and industrial medicine; good salar 
pleasant king conditions; Blue Cross and life 
surance; just 25 miles south of Chicago's loop in Ind 
ana. If interested write Box 5385 C, % AMA 


ARYNGOLOGIST WANTED T ASSO 
e with wo otorhinolaryngologists nort 
fornia city; © fully equipped 
hospital practice potential; salary 
Ppersonal-professional data required 
5428 AMA 


DOCTOR NEEDED—SEMI-RURAL; POTENTIAL 8,000 
plus; excellent hospital, laboratory in Oswego: 
cuse, 30 miles; located in heart of boating. 
hunting, camping region, upstate New York. Box 5427 


UROLOGIST WANTED -BOARD ELIGIBLE; OP POR 
tunity to share building and Jaboratory ownersh 
prosp-rous growing Pacific northwest city; private 
tice associated with established specialists; suite 
lease. Box 5419 ©, % 


ORTHOVEDIST WANTED -BOARD ELIGIBLE; PRI 
vat practice ablished st sts 


associated with 


xrowing Pacific city 
Opportunity to share and laborat 
rship. Box 5420 1A 


OPHTHALMOLOGIST OR ENT WANTED BOARD 
eligible; prospero growing VPacitic nort est t 
ciated with establishes 
pportunity to share buile 
oratory ownership. Box 5421 C, % AMA 


RADIOLOGIST ASSOCIATE WANTED 
medical group located in midwestern college 
nity; depart patient volume 25,000 annually 
ary Open; . travel expenses for interview. V 

tox CC, AMA 


WANTED A FULL TIME STAFF PHYSICIAN FOK 
a 172 bed modern, tuberculosis chronic disease hospita 
Salary $7,000 to $8,000 plus maintenance ir HM 
Owen, Administrator, American Legion Hospital, Battle 
Creek, Michigan ( 


OBSTETRICIAN-GYNECOLOGIST — BOARD QUALI- 
fied or Certified: preferably one just completing resi 
dency; to associate in large practice; southeast Florida: 
Florida position available immediately 
Box 5361 C, AMA. 


PRECEVTORSHIP IN: SURGERY—VACANCY FOR A 
surgeon who has completed residency and has qualified 
for or passed Part I Board Examination, in active 200 
bed hospital. Address: Manager, Veterans Administra 
tion Hospital, Phoenix, Arizona 

PSYCHIATRIST -FULL TIME TEACHING AND CLIN 
ical appointment; also part time teaching position 
available while getting practice started; departmenta 
expansion in progress; send full information to: Box 
5433 AMA 


WANTED -BOARD CERTIFIED PATHOLOGIST; Loo 
bed hospital in Illinois; private practice encouraged ; 
salary and terms open. Reply: Box 5349 C, % AMA 


(Continued on page 92) 
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We offer a personal supply of the new oral nasal decongestant, Triaminic Tablets. 


Unlike nose drops, inhalers and sprays, which may fail to pass the mucus bar- 
rier, TRIAMINIC is in intimate and prolonged contact with the source of mucus 
production, the nasal mucosa. And with TRIAMINIC, there is little likelihood 
of rebound congestion or pathological changes in the mucosa. 


The action of TRIAMINIC timed-release tablets is both prompt and sustained. 
Many physicians are reporting dramatic relief* whenever congestion is present 
in the upper respiratory tract—in nasal allergies, chronic sinusitis, postnasal drip. 


*Personal communications 


Dr. G. R. Underwood 
Medical! Director 


Fill in and mail Smith-Dorsey — Lincoln, Nebraska 


this card for your 
personal supply of 
Triaminic Tablets. 


Dr. 


Address 


City 
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An orally administered decongestant has much better 
distribution to the mucous membranes of the respiratory 
tract than nasal sprays, drops and inhalants. “This 
affords opportunity for shrinkage in areas that could 
not be approached by sprays, drops or actual topical 
applications.”* 


In colds, nasal allergies, sinusitis, postnasal drip, 
Triaminic “dries” and decongests nasal passages, 
combats allergic symptoms — with little likelihood of 
rebound congestion, pathological changes in the nasal 
mucosa, and without the probable risk of local over- 
treatment or “‘nose drop addiction.” Especially valuable 
for night-time cough caused by postnasal drip. 
*Morrison, L. F: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


Each two-dose “timed-release” Triaminic Tablet contains: 


Phenylpropanolamine 
hydrochloride 


Pyrilamine maleate 
Pheniramine maleate 


Dosage: 1 tablet in the morning, afternoon, and in the 
evening if needed. 


Also available: Triaminic Syrup, for children and those 


adults who prefer 4 liquid medication. 


= 


running noses... 
and open stuffed noses 


Triaminic ‘‘timed-release’’ tablets 
provide relief in minutes 

... keep nasal passages clear 

for 6 to 8 hours 


—the outer layer dissolves 
within minutes to produce 3 to 4 
hours of relief 


—the inner core 
disintegrates to give 3 to 4 
more hours of relief 


SMITH-DORSEY .- a division of The Wander Company - Lincoln, Nebraska « Peterborough, Canada 


BUSINESS REPLY CARD 


First Class 
Permit No. 91 
Lincoln, Nebr. 


No Postage Necessary if Mailed in the United States 


DR. G. R. UNDERWOOD 
Medical Director 
Smith-Dorsey 

Lincoin 1, Nebraska 
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FURADANTIN® INTRAVENOUS SOLUTION 


BRAND OF NITROFURANTOIN 


often rapidly effective: 


in systemic infections such as septicemia (bacteremia), peri- 
tonitis, and other bacterial infections as of postoperative 
wounds and abscesses, when the organism is susceptible to 
FURADANTIN ; in severe genitourinary tract infections when 
the patient is unable to take FURADANTIN by mouth. 


FURADANTIN I.V. has proven dramatically effective—often 
lifesaving—even in infections which failed to respond to 
other antibacterials. It has been administered to adults and 
children alike without serious toxic effects. 


FURADANTIN I.V. solution is dissolved aseptically in a sterile 
diluent at room temperature, just prior to use by intravenous 
drip only. Full dosage instructions and discussion of indi- 
cations and side effects are enclosed in each package. 
FURADANTIN I.V. is now available to all hospital pharmacies. 


NITROFURANS-—a new class of antimicrobials— 
neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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therapeutic versatility, case after case... 


this OMe drug helps you g. 
shield your patients 
from many types 


of situational stress 


INJECTION 

HYDROCHLORIDE SYRUP 

Psychic- Antiemetic Potentiator of Narcotics, 

Sedative Antihistaminic Anaigesics, and Sedatives 


EQUANIL® 
Meprobamate, Wyeth 


PHENERGAN HCI 
Promethazine HCI, Wyeth 


SPARINE® HCI A Wyeth normotropic drug for 
Promazine HCI, Wyeth nearly every patient under stress 
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In Obstetrical or Pre- and Post- 
operative Sedation: 


PHENERGAN brings quiescence 
to the patient. Psychic seda- 
tive action dispels her appre- 
hension and induces light sleep. 
Antiemetic action both curbs 
and controls her nausea and 
vomiting. Potentiating action 
permits reducing her dosage 
of analgesics and sedatives. 


In Allergic Reactions: 


PHENERGAN alleviates this po- 
tient’s symptoms by its potent, 
prolonged antihistaminic 
action. ft is effective in all 
allergic conditions responding 
to antihistamines—including 
this patient's allergic derma- 
tosis. Other indications: hay 
fever, drug sensitivities, 
urticario. 


Comprehensive literature 
supplied on request 


In Nausea and Vomiting: 


This pregnant patient's nausea 
and vomiting are past. She 
benefits from the pronounced 
antiemetic action of PHENER- 
GAN. PHENERGAN acts both 
prophylactically and thera- 
peutically, and is indicated 
especially in nausea and vom- 
iting associated with surgery, 
pregnancy, motion sickness, or 
of reflex origin. 


Philadelphia 1, Pa. 


Charlie Cafergot’ says, 


Directions: 2 tabs. at onset of attack; 
if needed, additional tabs. every Y2 hr. 


until full relief (maximum 6 per attack). 


“Why should I complain 
my migraine left when I took Cafergot.” 


Each Cafergot tablet contains: Ergotamine 


tartrate 1 mg., Caffeine 100 mg./Also 


available: Cafergot Suppositories, 


SANDOZ 


(Continued from page 88) 


PEDIATRICIAN—OKLAHOMA; EIGHT MAN CLINIC 
group offers excellent opportunity for Board Certified 
or Etigible man: 
partnership considered. James 
Chickasha Hospital and Clinic, Chickasha, 


GENERAL PRACTITIONER WANTED-—TO 
ite with medical group 20 miles north of Pittsburgh; 
excellent educational program; net income $12,000; 
paid annual vacation and study leave; no investment 
required, Write: Box 344, Russellton, Pennsylvania. C 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 
physicians placements and hospitals and medical proper- 
ties for sale. 405 E. Green Street, Pasadena, California, 
S. Broadway Street, Los Angeles 14, 
ornia. 


ASSOCTI- 


WANTED — 
practice 


YOUNG PHYSICIAN FOR 
with minimum ot one 


GENERAL 
year residency in either 
general surgery or obstetrics-gynecology; resort and 
ranching cen Nevada; either salary or association. 
Reply: Box 7c, % AMA 


GENERAL PRACTITIONER EXCELLENT OPPORTU- 
nity northeastern Ohio: no expense; obstetrics if inter- 
ested; all equipment furnished; wonderful place to 
practice and live while being active in community. Box 

5 Ww AMA 


BOYS’ CAMP 
August 22; fine 
conditions; fre- 
Stewart Buhai, 

Cc 


CAMP DOCTOR—FOR NEW, MODERN 
in Northwestern Wisconsin; June 28 to 
and working 
que ime ; é ry. Contact: 


WANTED—GENERAL PRACTITIONER TO ASSOCI- 
ate himself with group practice in hospital; unlimited 
opportunities Eastern Conumunity; drawing population 
one hundred thousand; give full personal and profes- 
sional details. Box 5376 C, % AMA. 


WANTED— INTERNIST; OPHTHAL- 
mologist by well established clini North Dakota; 
excellent facilities; early full partnership; professional 
and personal data yegunsted in reply. Box 5379 C, % 

A 


WANTED 
ban New Jersey; Ju 158; will 
ly; fully equipped 77 Me available; no cash needed; 
Ame rican graduate; New Jersey license. E. R. Kertis, 
MD, 272 East Second Avenue, Roselle, New Jersey. C 


GENERAL AND INDUSTRIAL SURGEON; SINGLE 
preferred; willing to work evenings if necessary; should 
have Illinois license; good salary and excellent op- 

portunity; complete maintenance if necessary. Dr. M. 8. 

Mazel, Edgewater Hospital, Chicago 26, Illinois. Cc 


WOMAN ASSOCIATE WANTED—IMMEDIATE PART- 
nership in well established obstetrics-gynecology prac- 
tice, Los Angeles Inglewood, California area; anxious 
to retire 5 MA. 


R. ‘TITIONER FOR SUBUR- 
net $20,000 annual- 


next year. Box 5398 C, % 


OPHTHALMOLOGIST 


J.A.M.A., Feb. 15, 1958 
OTOLARYNGOLOGIST — BOARD OR ELIGIBLE: 
wanted by fully approved Eye, Ear and Throat Hos- 
pital+ in south: ey first year; partnership after 
one year. Box 5434 C, AMA. 


ial; 41; ds ce é nm 
sider rel ng w tt ndi ‘ ad 
vantages in present | t AMA 


WANTED—OPHTHALMOLOGIST; BOARD ELIGIBLE: 
under 40; salary $/8,.000; partnership second year: large 
surgical practice, submit full particulars first letter 
Wolfe Eye Clinic, Marshalitown, lowa. c 


WANTED GENERAL PRACTITIONER TO JOLN 
group in no r esot ty with a new hospitai 
and clinic building; sala to start leading to partner 
ship. Box 558 

Yo INTERESTED IN WORKING IN 

t cinia; industrial and general prac 
nse i i. Contact: J. H. Murry 


WANTED—OVPIHTHAL MOLOG ist OR OTOLARYNGOL 
“mis in Te cation not 
increasing percentz wit $1: guarantet 
Box 3060 
WANTED--FULL TIME PHYSICIAN ang RAIL WAY; 
ef cense in Virginia, 
axe fifty-six 74 


WANTED 
athe sio as assistant t ector in ue 


BOARD ELIGIh on CERTLFIED 
hospita 
basis. Apply 


PEDIATRICIAN—TC HEAD DEPARTMENT; TEXAS 
town of 50.00u with agriculture: industry; oil: and cat- 
tle; 26 miles from G-«if of Mexico; ae ak clinic 
and 40 bed hospital combined. Box 5274 C, AMA. 

BED HOSPITAL; 
ifications, 

apable 
AMA 


FULL TIME 
" $25.0 


WANTED. -CERTI Fi ED RADIOLOGIST 


ate in privat e office and hospit 
excellent opportunity t 
particulars in first lette Rox 5326 


INTERNIST--UNDER 
eligible; interest in hemat 
isotopes preferable; 
Florida. Write: Box 55 


BOARD CERTIFIED OR 

allergy, or radioactive 

group well established in 
AMA 


WANTED 
medicine; for 
MD, 


WITH 
prac 


Health 
Cc 


GENERAL PRACTITIONER 
interest t 
: Richare 
Association, Hoopa, California 


rural 
ommunity 


PRACTITIONER WANTED 

sociation with young 
starting lary $12,000 yearly; 
tion, me west Chicago; suburb 


WELL ESTABLISHED 
large 


exceptional 


IMMEDIATE 


lox 


YOUNG PEDIATRICIAN IN 
southern metropolitan area desires associate soon; 
opportunity tox 5402 C, % AMA 


QUALIFIED PHYSICIAN 
and industrial work; 200 Republic 
Ohio 


WANTED THOROUGHLY 
for general practice 
Building, Cleveland, 


PHYSICIAN FOR 
Camp; July and August. 
Hill 67, Massachusetts 


WHITE MTS 
Write: 


CHILDREN’S 
Box 105, Caan 
Cc 


PHYSICIAN 
Weekend 
west Chicage 


AND 


WANTED FOR 
e north- 


coverage of activ 
suburb. Box 5: 


WEDNESDAY 
“ners practice; 
AMA 


UNDER 35; BOARD CERTI- 
fied or eligible; established 9 man, group of internists 
in Florida. Write: Box 5319 C, GY AMA. 


PEDIATRICIAN — URGENTLY 
five man group in Kentucky; 
year; partnership after one year. 


WANTED —THOROUGHLY QUALIFIED PHYSICIAN 
for general practice and industrial work. 200 Republi- 
can Building, Cleveland 15, Ohio Cc 


NEEDED BY 
$15,000 
Box 


NEW 
guarantee first 
5168 C AMA 


INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for internships 
and the + approved for residencies in specialties 
by the Council on Medical Education and Hospitals 

the A.M.A. Consult Council’s approved list 
for types of internships and residencies approved. 


APPROVED THREE YEAR RESIDENCIES IN PSY- 
chiatry—New GM&S hospital; well organ’zed teaching 
program; affiliated with Washington University School 
of Medicine, all types of psychiatric experience repre- 
sented; including supervised synamically oriented psy- 
chotherapy; psychosomatic medicine; child guidance; 
etc; approved training in psychoanalysis available local- 

full time director of training is a member of the 
ches Psychoanalytic Association; attractive career 
residency program available; citizenship required. Write 
0: Dr. Bernard A. Cruvant, Veterans Administration 
a 915 North Grand Avenue, St. Louis 6, = 
sou 


WO YEAR approved residency ap- 

pointment currently available, also 
July Ist, in the department cf anes- 
thesiology at the Mount Sinai Hospital, 
New York City. Contact Dr. Max Fuchs, 
Assistant Director. 


(Continued on page 100) 
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ANESTHESIOLOGIST -TO ASSOCIATE WITH SMALL 
a PEER group in fee for service practice; early partnership; pro- 
tessional and personal data requested; inquiries to: Box 
5224, % AMA 
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SELECTIVE, EFFICIENT 


therapeutic versatility, case after case... 


this One drug helps you 


shield your patients aa 
from many types 
of situational stress 
ERGAN 
SUPPOSITORIES 
Potentiator of Narcotics, : ee. 
Analgesics, and Sedatives : ae: 
EQUANIL® 
Meprobamate, Wyeth 
PHENERGAN HCI 
Promethazine HCI, Wyeth 
SPARINE® HCI A Wyeth normotropic drug for 
Promazine HCI, Wyeth nearly every patient under stress 


sf 
2 


In Obstetrical or Pre- and Post- 
operative Sedation: 


PHENERGAN brings quiescence 
to the patient. Psychic seda- 
tive action dispels her appre- 
hension and induces light sleep. 
Antiemetic action both curbs 
and controls her nausea and 
vomiting. Potentiating action 
permits reducing her dosage 
of analgesics and sedatives. 


Mlergis Reactions: 
PHENERGAN alleviates this pa- 


tient’s symptoms by its potent, 
prolonged antihistaminic 
action. ft is effective in all 


allergic conditions responding 


to. antihistamines—including 


this patient’s allergic derma- 


tosis. Other indications: hay 


fever, drug sensifivities, 
uriicaric. 


Comprehensive literoture 
supplied on request 


In Nausea and Vomiting: 


This pregnant patient's nausea 
and vomiting are past. She 
benefits from the pronounced 
antiemetic action of PHENER- 
GAN. PHENERGAN acts both 
prophylactically and thera- 
peutically, and is indicated 
especially in nausea and vom- 
iting associated with surgery, 
pregnancy, motion sickness, or 
of reflex origin. 


| 
| 
; 
Philadelphie 1, Pa. 
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Charlie Cafergot*says, “Why should I complain 
my migraine left when I took Cafergot.” 


Directions: 2 tabs. at onset of attack; 
if needed, additional tabs. every ¥ hr. 


until full relief (maximum 6 per attack). 


Each Cafergot tablet contains: Ergotamine 


tartrate 1 mg., Caffeine 100 mg./Also 
available: Cafergot Suppositories, 


SANDOZ 


(Continued from page 88) 
PEDIATRICIAN—OKLAHOMA; EIGHT MAN CLINIC 


GENERAL PRACTITIONER WANTED—TO_ ASSOCI- 
ate with medical group 20 miles north of Pittsburgh; 
excellent educational program; net income $12,000; 
paid annual vacation and study leave; no investment. 
required, Write: Box 344, Russellton, Pennsylvania. C 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 
tes for sa placements and hospitals and medical proper- 
ies for sale. 405 E. Green Street, Pasadena, California, 
610 S. Street, Los Angeles 14, om 


WANTED — YOUNG PHYSICIAN FOR GENERAL 
practice with minimum ot one year residency in either 
general surgery or obstetrics-gynecology; resort and 
ranching center, Nevada ; either salary or association. 
Reply: Box 5237 C, % AMA 


GENERAL PRACTITIONER—EXCELLENT OPPORTU- 
nity northeastern Ohio; no expense; obstetrics if inter- 
ested; all equipment furnished; wonderful place to 
practice and live while being active in community. Box 

5345 C, % AMA. 


CAMP DOCTOR—FOR NEW, MODERN BOYS’ CAMP 
in Northwestern Wisconsin; June 28 to August 22; fine 
living accommodations and working conditions;’ fre- 
quent free time; good salary. Contact: Stewart Buhai, 
111 Hogarth Lane, Glencoe, Illinois. 


opportunities Eastern Community; drawing population 
one hundred thousand; give full personal and profes- 
sional details. Box 5376 C, % AMA. 


WANTED—INTERNIST; RADIOLOGIST; OPHTHAL- 
mologist by well established clinic in North Dakota; 
excellent facilities; early full partnership; professional 

d personal data’ requested in reply. Box 5379 C, % 


WANTED—GENERAL PRACTITIONER FOR SUBUR- 
ban New Jersey; June 1, 1958; will net $20,000 annual- 
ly; fully equipped office available; no cash needed; 
American graduate; New Jersey license. E. R. Ke rtis, 
MD, 272 East Second Avenue, Roselle, New Jersey. C 


GENERAL AND INDUSTRIAL SURGEON; SINGLE 
preferred; willing to work evenings if necessary; should 
have Illinois license; good salary and excelent op- 
portunity; complete maintenance if necessary. Dr. M. 
Mazel, Edgewater Hospital, Chicago 26, “Titinois. c 


WOMAN ASSOCIATE WANTED—IMMEDIATE PART- 
nership in well established obstetrics-gynecology prac- 
mn area; anxious 


tice, Los Califo) 
to retire next year. Box 5398 C, % AN 


J.A.M.A., Feb. 15, 1958 


OTOLARYNGOLOGIST — BOARD OR ELIGIBLE; 
wanted by a. approved Eye, Ear and Throat Hos- 
pital+ in_sout year; partnership after 
one year. Box 5434 C,.% A 


UROLOGIST—CERTIFIED; COMPETENT; CONGEN- 
ial; 41; needs certified or “eligible associate or will con- 
sider relocating with individual or group, many ad- 
vantages in present location. Box 5396 C, % AMA. 


WANTED—OPHTHALMOLOGIST; BOARD ELIGIBLE; 
under 40; salary $18,000; partnership second year; large 
surgical practice: submit full particulars first letter. 
Wolfe Eye Clinic, Marshalltown, lowa. 


WANTED — GENERAL PRACTITIONER TO JOIN 
group in northern Minnesota city with a new hospital 
and clinic building; salary to start leading to partner- 
ship. Box 5381 C, % AMA. 


YOUNG PHYSICIAN INTERESTED IN WORKING IN 
southern West Virginia; industrial and general practice ; 
West Virginia license required. Contact: J. H. Murry, 
MD, Gary, West Virginia. c 


| WANTED—OPHTHALMOLOGIST OR OTOLARYNGOL- 


ogist; in Texas clinic; Board certification not necessary ; 
increasing percentage with $12,000 guarantee Ist year. 
Box 3060 C, % AMA 


WANTED—FULL TIME PHYSICIAN FOR RAILWAY; 
must be eligible for license in Virginia, West Virginia 
gpa Ohio and under age fifty-six. Address: Box 5357 C, 


WANTED—BOARD ELIGIBLE OR CERTIFIED AN- 
esthesiologist as assistant to Director in large hospital* + 
in nertheast; | lcs runs on fee basis. Apply: Box 
5431 C, % AMA 


PEDIATRICIAN—TC HEAD DEPARTMENT; TEXAS 

with a: industry; oil; and cat- 

tle; 26 miles from Gulf of Mexico; modernistic clinic 
and 40 bed hospital combined. Box 5274 C, % AMA. 


FULL TIME PATHOLOGIST—300 BED HOSPITAL; 
$20,000 to $25,000 a year depending on qualifications, 
experience, etc; must be Board Qualified, and capable 
of taking charge of laboratories. Box 5346 C, % AMA. 


ANESTHESIOLOGIST —TO ASSOCIATE WITH SMALL 
group in fee for service practice; early partnership; pro- 
fessional and personal data requested; inquiries to: Box 
5224 C, % AMA. 


WANTED—CERTIFIED RADIOLOGIST TO ASSOCI- 
ate in private office and hospital practice in southeast; 
excellent opportunity leading to partnership; write all 
particulars in first letter. Box 5326 C, % AMA 


INTERNIST—UNDER 35; BOARD CERTIFIED OR 
eligible; interest in hematology, allergy, or radioactive 
isotopes preferable; 9 man group well established in 
Florida. Write: Box 5318 C, % AMA. 


GENERAL PRACTITIONER WANTED — WITH 
strong interest in preventive medicine; for rural prac 
tice. Write: Richard Ricklefs, MD, Community Health 
Association, Hoopa, California. ¢ 


GENERAL PRACTITIONER WANTED—IMMEDIATE 
opening; association with young general practitioner; 
Starting salary $12,000 yearly; partnership later; loca- 
tion, northwest Chicago; suburb. Box 5338 C, % AMA. 


WELL ESTABLISHED YOUNG PEDIATRICIAN IN 
large southern metropolitan area desires associate soon; 
exceptional opportunity. Box 5402 C, % AMA. 


WANTED — THOROUGHLY QUALIFIED PHYSICIAN 
for general practice and industrial work; 200 Republic 
Building, Cleveland, Ohio. 


PHYSICIAN — FOR bts MTS. CHILDREN’S 
Camp; July and August. Write: Box 105, Chestnut 
Hill 67, Massachusetts. 


PHYSICIAN WANTED FOR WEDNESDAY AND 
weekend coverage of active north- 
west Chicago suburb. Box 5339 C, % AM 


OPHTHALMOLOGIST—UNDER 35; BOARD CERTI- 
fied _or eligible; established 9 man group of internists 
in Florida. Write: Box $319 C, % AMA. 


PEDIATRICIAN — BY NEW 
five man group in Kentucky; $15,000 guarantee ie 
year; partnership after one year. eo 5168 C, % AMA. 


WANTED—THOROUGHLY QUALIFIED PHYSICIAN 
for general practice and industrial work. 200 Republi- 
can Building, Cleveland 15, Ohio. Cc 


INTERNS AND RESIDENTS WANTED 


* signifies a hospital for internshi 
and the + approved for residencies in specialties 
the tas on Medical Education and Hospitals 
by the A.M.A. Consult Council’s approved list 
for types of internships and residencies approved. 


APPROVED THREE was RESIDENCIES IN PSY- 
chiatry—New GM&S hospital; well organized teachin 
program; affiliated with ashington University Schoo! 
of Medicine, all types of psychiatric experience repre- 
sented ; including | supervised synamically oriented psy- 
chotherapy; ;, child 
e: approved training in p lysi ilable local- 

full time director of ms is a member of the 
| Psychoanalytic Association; attractive career 
residency program availabi-; citizenship required. Write 
to: Dr. Bernard A. Cruvant, Veterans A go 
Hospital, 915 North Grand Avenue, St. Louis 6, wae | 
souri. 


WO YEAR approved residency ap- 

pointment currently available, also 
July Ist, in the department of anes- 
thesiology at the Mount Sinai Hospital, 
New York City. Contact Dr. Max Fuchs, 
Assistant Director. 


(Continued on page 100) 
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Specialty 
MEDICAL 


Journals 


published monthly 


A. M. A. Archives of 

NEUROLOGY and PSYCHIATRY 
Covering results of experimental research and 
practice in mental disease. Foremost medi- 
cal men present Original Articles, Clinical 
Notes, Case Reports, News and Comment, 
Abstracts from Current Literature, Society 
Transactions. Book Reviews. $14.00 yearly. 


A. M. A. Archives of DERMATOLOGY 
Channeling to the physician authoritative, 
current information in cutaneous diseases. 
Stimulating Original Articles, Clinical Notes, 
Abstracts from Current Literature, Society 
Transactions, News and Comment. Book 
Reviews. $12.00 yearly. 


return this coupon with remittance 


A. M. A. Archives of 

INDUSTRIAL HEALTH 

Reports of the continuing and important de- 
velopments in the field of medicine in indus- 
try. Original articles covering problems and 
day to day experiences of physicians in indus- 
try. An excellent abstracting service, addi- 
tional foreign journal abstracting and reviews. 
$10.00 yearly. 


A. M. A. Archives of 

INTERNAL MEDICINE 

Devoted to original investigations into the 
nature, diagnosis and treatment of disease. 
“Progress in Internal Medicine” regularly 
featured. Also Clinical Notes, Book Reviews, 
News and Comment. $10.00 yearly. 


A. M. A. Journal of 

DISEASES of CHILDREN 

Well attested, new ideas in Pediatrics. 
Throughout its Original Articles, Abstracts 
from Current Literature, Society Transac- 
tions, Reviews of latest books, Case Reports, 
News and Comment pulses advanced pedi- 
atric thought. “Progress in Pediatrics” is a 
frequent feature. $12.00 yearly. 


A. M. A. Archives of SURGERY 

Stresses end-results of surgical procedure, 
with consideration for operative technique. 
Original articles bring complete studies of 
large numbers of cases. Conclusions furnish 
background of sound knowledge for the spe- 
cific problem. Case Reports, Clinical Notes. 
$14.00 yearly. 


A. M. A. Archives of PATHOLOGY 
Conclusions of vital worth to researcher and 
practitioner alike through results gained by 
the laboratory worker. Original studies, with 
classification and comment. Case Reports, 
Laboratory Methods and Technical Notes, 
Book Reviews, Notes and News, General 
Reviews. $10.00 yearly. 


A. M. A. Archives of 
OPHTHALMOLOGY 

Important studies on the eye contributed by 
outstanding investigators. Practical hints in 
“Clinical Notes.” New discoveries discussed, 
forum fashion, in “Society Transactions.” 
Reviews, Abstracts from Current Literature, 
Book Reviews, News and Notes. $12.00 
yearly. 


A. M. A. Archives of 

OTOLARYNGOLOGY 

Results of intensive research furnished in 
Original Studies, in the regularly featured 
“Progress in Otolaryngology”; summaries of 
bibliographic material. Case Reports, Re- 
views, Abstracts from Current Literature, 
Book Reviews and Society Transactions con- 
tribute a strong pattern of specialized infor- 
mation. $14.00 yearly. 


AMERICAN MEDICAL ASSOCIATION 


‘ 535 NORTH DEARBORN e CHICAGO 10 


" Please outer my subscription to the specialty journal checked at 
right. 


Keep my name on list until I ask you to cancel. Remittance for 


OA.M.A. Arch. Neurology and 
Psychiatry 
(0 A.M.A. Arch. Dermatology.......... 12.00 12.50 13.50 


U.S.A. & Outside 
Possessions Canada U.S.A. & 
APO's ions 


$14.00 $14.50 $15.50 


(0 A.M.A. Arch. Industrial Health.... 10.00 10.50 11.50 


(A.M.A. Arch. Internal Medicine.. 10.00 10.50 11.50 

(0 A.M.A. Jrl. Diseases of Children.. 12.00 12.50 18.50 
Name A.M.A. Arch. Surgery 14.00 14.50 15.50 
CA.M.A. Arch. Pathology .............. 10.00 10.50 11.50 


City 


Zone State. 


(0 A.M.A. Arch. Ophthalmology...... 12.00 12.50 13.50 
(0 A.M.A. Arch. Otolaryngology...... 14.00 14.50 15.50 


\ 
| 
= 
“a 
| 
; 
4 4 
tal 


The Medihaler Principle 


Automatically measured-dose 
aerosol medications. In spill- 
proof, leakproof, shatterproof, 
stainless steel, vest-pocket 
size dispensers with steriliz- 
able plastic adapters. Also 
available in Medihaler-Epi® 
(epinephrine bitartrate) and 
Medihaler-lso® (isoproterenol 
sulfate) for the relief of asthma 
and other allergies. 


SINUSITIS 
NASOPHARYNGITIS 
RHINITIS 


due to common cold, infections, allergies 


Controlled Dosage 

Medihaler-Phen is designed to give the physician closer manage- 
ment supervision over the patient. It governs self-medication— 
makes squeeze bottles and droppers obsolete. An accurately 
measured nebular cloud is gently ejected—not an irritating, 
powerful jet—no drops of liquid—prevents haphazard dosage. 


More than Merely Vasoconstriction 

In addition to its efficient but nonirritating vasoconstrictive 
action Medihaler-Phen counteracts secondary invading organ- 
isms and maintains total area decongestion with tissue-com- 
patible effectiveness. Suitable for children too. 


To Prevent Post-Coryzal Complications 

Medihaler-Phen affords immediate relief of congestion during 
the acute stages of coryza, keeps open the ostia of the paranasal 
sinuses...aids in the prevention of complications which may 
follow blockage by thick secretions. 


Four Important Actions 


An effective, well-tolerated, 4-pronged attack (vasoconstrictive, 
decongestive, anti-inflammatory, antibacterial) is the result of 
the blended formula. Each cc. of Medihaler-Phen contains 
phenylephrine HCl 3.6 mg., phenylpropanolamine HCl 7.0 mg., 
neomycin sulfate 1.5 mg. (equivalent to 1.0 mg. of neomycin 


base), and hydrocortisone 0.6 mg., 
suspended in an inert, nontoxic (Rikeg 
aerosol vehicle. LOS ANGELES 


: 
Strictly _ Attlee 
Effective, Multiple Approach to 
Nasopharyngeal Affections : 


orally effective 
antiviotic derivative 


for reliable, 
consistent answers 


to many of your antibiotic 
treatment problems 
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CYCLAMYCING. effective | in many caused by resistant to erythro- 
mycin, the tetracyclines, penicillin, streptomycin; particularly useful against many 


resistant staphylococci (about 70—75% of erythromycin-resistant staphylococci 
are susceptible) 


CYCLAMYCIN—effective in many of the common infections cue to gram-positive 
organisms (staphylococci, streptococci, pneumococci); also against some gram- 
negative organisms (gonococci, Haemophilus influenzae) 


ions 


Creiivevtani- lite det caused serious sensitivity or toxic reactions such as anaphy- 
laxis, micrococcal enteritis, or blood dyscrasias 


(stable in gastric secretions—no enteric 


coating to interfere with absorption) 


Capsules, 125 and 250 mg., bottles of 36. Oral Suspension, 125 mg. per 5cc., bottles of 2 fl. oz. 
Also available: Oleandomycin Phosphate, Wyeth, for intravenous administration—as a dry pow- 
der for reconstitution; each vial contains 500 mg. of oleandomycin base as the phosphate salt, 
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Sustained Action Nitroglycerin Tablets 
Around-the-clock protection in Angina Pectoris 


References: 


Recent clinical studies give impressive evidence of the effectiveness of Nitroglyn 
as a prophylaxis in the treatment of Angina Pectoris. 


1. ...Reduction of severity, increased exercise tolerance and protection 
against effort or emotional induction of anginal pain or decubitus angina was 
accomplished by the use of Nitroglyn in doses of 1/25 to 1/10 grain every 

6 to 8 hours, continued indefinitely. Tolerance to Nitroglyn was not observed.” 


2. ...‘In more than three quarters of all cases (80 cases) 
the effect of Nitroglyn was absolutely satisfactory (almost half of the patients 
became completely free of pain).” 


3. ..."There is a distinct advantage in taking a sustained action compound 
twice a day over 10-20 doses of total equivalent amount of ordinary nitroglycerin 
. .. (Nitroglyn) proved well tolerated and effective.” 


4. ...'Nitroglyn produces an effect which persists about twenty times as 


1. Jablons, Benjamin, M.D. 
et al; presented at the 
Inter-American Congress of 
Cardiology, Havana, Cuba, 
November 1956. 


2. Kutschera, W. and Perger, F., 
Ist Div. of Medicine in the 


Vienna City Hospital—Lainz; 
Ars Medici, Switzerland, 
May 1957. 


3. Huppert, Victor, M.D. and 
Boyd, Linn J., M.D. F.A.C.P.; 
Bulletin New York Medical 
College, Flower and Fifth 
Avenue Hospitals, New York, 
N. Y., May 1956. 


4. Mann, Hubert, M.D.; 
Journal of the Mount Sinai 
Hospital, New York, N. Y., 
May-June 1956. 
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long as the effect of sublingual nitroglycerin.’ 
Literature and samples available to KEY CORPORATION, Pharmaceuticals, Miami 37, Florida 
physicians on request .. . writer Nitroglyn tablets are available in two dosage forms: 


gr. 1/25th and gr. 1/10th, in bottles of 50 and 500 tablets. 
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ATARAX 


in any 
hyperemotive 
state 


for childhood behavior disorders 
10 mg. tablets—3-6 years, one tab- 
tet t.L.d.; over 6 years, two tablets 
Syrup—3-6 years, one tsp. 
t.i.d.; over 6 years, two tsp. t.i.d. 
for adult tension and anxiety 
25 mg. tablets—one tablet q.i.d. 
Syrup—one tbsp. q.i.d. 
for severe emotional disturbances 
100 mg. tablets—one tabiet t.i.d. 


for adult psychiatric and emotional 
emergencies 
Parenteral Solution—25-50 mg. 
{1-2 cc.) intramuscularly, 3-4 
times daily, at 4-hour intervals. 
Dosage for chiidren under 12 not 
established. 


Supptied: Tablets, botties of 100. Syrup, 
pint bottles. Parentera! Solution, 10 cc. 
multipie-dose vials. 


Some doctors have questioned the use of tranquilizers in children. They feel, and 
rightly so, that these drugs should not be used as palliatives to mask distressing 
symptoms, while etiological factors go uncorrected. But there are three situations in 
which even the most conservative physician would not hesitate to use tranquilizers: 


1. When the usually well-adjusted child needs a buffer against temporary emo- 
tional stress, such as hospitalization. 

2. When a child needs relief from an anxiety-reaction that is in turn anxiety- 
provoking, so as to pave the way for basic therapy. 

3. When anxiety underlies or complicates somatic disease, as in asthma. 


In such situations, tranquilizers are likely to be more effective and better tolerated 
than previously accepted therapy. 


But the question arises: which tranquilizer is suitable for children? 


Most of the physicians now using tranquilizers in pediatric practice have found an 
answer in ATARAX, confirming the conclusions of repeated clinical studies. 


ATARAX is effective in a wide range of pediatric indications. 

ATARAX has produced a “striking response” in a wide range of hyperemotive states.* 
In a study of 126 children, “the calming effect of hydroxyzine (ATARAX) was 
remarkable” in 90%.* Among the conditions that are improved with ATARAX are 
tics, nervous vomiting, stuttering, temper tantrums, disciplinary problems, crying 
spasms, nightmares, incontinence, hyperkinesia, etc.* 


ATARAX is well tolerated even by children. 


“ATARAX appears to be one of the safest of the mild tranquilizers. Serious side 
effects have not been reported. .. .”* 


ATARAX offers two pediatric dosage forms. 

ATARAX Syrup is especially designed for acceptability by medicine-shy youngsters. 
A small 10 mg. tablet is also available. In either case, you will get a rapid, uncom- 
plicated response. Why not, for the next four weeks, prescribe ATARAX for your 
hyperemotive pediatric patients. See whether you, too, don’t find it eminently 


PEACE of ATARAX 


* Documentation on request 
(BRAND OF HYDROXYZINE) 


Medical Director 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 


; 
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‘ANTEPAR’ SYRUP 


“ANTEPAR’ TABLETS — Piperasine Citrate. 2 


‘ANTEPAR’ WAFERS 


— Piperazine Phospha 


(Continued from page 92) 


RESIDENCIES — POSITIONS AVAILABLE: DEAN’S 
Committee Veterans Hospital+ Staff with faculty ap- 
pointments at University of Pittsburgh Medical School; 
1050 beds in two units; fully approved programs in 
general surgery (5 years) ; medicine (3 years) ; otolaryn- 
gology (3 years); ophthalmology (3 years) ; urology “4 
years); radiology (3 years); pathologic Anatomy (4 
years) : clinical pathology (4 years); excellent oppor- 
tunity experimental pathology; and PM&R (2 years); 
affiliated programs in Plastic surgery; orthopedics; 
neurosurgery; anesthesia and allergy; applicants must 
be citizens and graduates of Class A Medical schools. 
Stipends $2840 to $4500 per annum. Apply: to Director, 
Professional Services, VA Hospital, University Drive, 
Pittsburgh 40, Pennsylvania. D 


AVAILABLE NOW— 
gram approved for 3 years; comprehensive clinical 

and didactic instruction with close personal ee 
covering 
guidance areas; program under Kansas City General 
ospitals and maintaining a joint educational con- 
neetion with the University of Kansas Medical Center, 
Deportment of Psychiatry. Address gt Milton E. 
Kilparrick, MD, Greater Kansas City Mental Health 
Foundation, 2200 McCoy, Kansas City 8, Missouri. D 


= AL RESIDENTS — 500 BED GENERAL HOS- 

al*+; three years approved training in Internal 
a full eee uniforms and liberal sti- 
pend. Box 5462 D, % AMA. 


ROTATING INTERN — RESIDENTS IN INTERNAL 
medicine, surgery and other specialties; openings im- 
mediately and July 1, 1958; 400 bed hospital in south- 
ern California metropolitan area; well organized AMA 
approved training programs supervised by full time di- 
rector of medical education; active teaching services 
affording wide clinical experience and ample responsi- 
bility; monthly stipend—intern $160.00; pom oh $235.00 
plus partial maintenance ; schools 
only. Apply to: Box 5307 D. Y AM 


THREE YEAR APPROVED PSYCHIATRIC RESIDEN- 
cies; university teaching hospital* + ; integrated training 
Program; supervised “seminars; lectures; 
research opportunities; psychoanalytic; psychosomatic: 
social sciences approaches; opportunity for advanced ex- 
serene in child psychiatry; psychoanalysis; stipends 
$4650, $5825, $6000. Dr. George 
sychiatric Training and Research Center, 
North Caroli na Memorial Hospital*+, “Chapel Hill, 
North Carolina. D 


GENERAL PRACTICE RESIDENCY — APPROVED; 
one available immediately; two beginning July 1, 1958; 
Philadelphia area; stipend $450 a month. ‘Apply: 
Montgomery Hospital*+, 

a. 


WANTED—ON OR BEFORE JULY |, 
dents for residency in vei 
95 per cent staff cases; aS 
American citizenship require Abee to: 
AMA. 


1958; 3 RESI- 
active service; 
75 per month; 
Box 5437 D 


J.A.M.A., Feb. 15, 1958 


APPROVED PSY ATRIC RESIDENCY—500 BED 
hospital+ in Chicago Medical Center; Dean’s Com- 
mittee supervised didactic-clinical program on 95 bed 
Psychiatry and Neurology Service; affiliated with Uni- 
versity of Illinois, Loyola University, Chicago Medical 

hool, Institute Juvenile Research, County Psycho- 
pathic Hospital and large Outpatient Clinic. Write: 
Manager, Veterans Administration West Side Hospital, 
820 So. Damen Ave., Chicago 12, Illinois. D 


RESIDENCY — ROTATING; 400 BED ACCREDITED 
county hospital in community offering pleasant living 
yithi drive of San Francisco Bay area; 
teaching staff includes 37 Board or Eligible 
physicians; adequate stipend; 3 i 
able; additional July 1, : Medical Direc- 
tor, Stanislaus Cou. nty Hospital, 830 Scenic Drive, 
Modesto, California. D 


APPROVED RESIDENCIES—IN MEDICINE, PSYCHI- 
pulmonary diseases, 


; exceptional educational opportunity; 
only applicants who have completed one year approved 
internships will be considered: pene $200 monthly 
complete maintenance; Ape ly: 

ergen Pines County Hospital, Paramus, N.J. 

GASTROENTEROLOGY—SPECIAL FELLOWSHIP ON 

a 12 month basis; AMA approved; offered to graduates 

of class A medical schools; at least 2 years prior 

training in internal medicine required. Apply: Charles 

L. Leedham, MD, Director of Education, Cleveland 

Foundation*+, 2020 East 93rd St., 
110. 


APPROVED ROTATING INTERNSHIPS—ONE YEAR 
Internship Jul i, 1958; 684 bed county hospital* + 
near New Yor ; t opportu- 
nity; only applicants of approved medical schools be 


considered; stipend $100 monthly plus complete main- 
tenance. Apply: Bergen Pines County Hospital, Para- 
mus, New Jersey. D 


WANTED—GENERAL PRACTICE RESIDENTS; 150 
bed general hospital located in beautiful coastal com- 
munity of 65, 000 ; ar round recreational activities ; 
fully accredited ; salary $600 per month; to begin July 

1958; must be U.S. citizen. Write to: San Luis 
Obispo General Hospital, San Luis Obispo, cas. 


PEDIATRIC RESIDENCY — FIRST AND SECOND 
year appointments available in approved two year resi- 
Toney: 400 bed general hospital; large clinic; compre- 
hensive teaching program; $300 monthly first year. 
Apply: Medical Director, Fresno County General Hos- 
pital, Fresno, California. D 


WANTED—RESIDENTS IN PULMONARY DISEASES 
for July 1, 1958 in a 600 bed hospital+ in the Ozarks; 
fully certified ; excellent facilities; research and teach- 

: ; generous salary. Write: Charles A. 
Brasher, MD, Superintendent and Medical Director, 
Missouri State Sanatorium, Mt. Vernon, Missouri. D 


WANTED—ON OR BEFORE JULY I, 1958, THREE 
residents for approved residency in internal medicine on 
very active service; 95% staff cases; department super- 
vised by Board Diplomates; Sala $315 to $375 per 
month. Apply: Box 5446 D, % AMA. American Citi- 
zenship required. 


GENERAL SURGERY RESIDENCY—FIRST AND SEC- 
ond year positions available July Ist; fully approved 
313 bed modern hospital*+. Integrated teaching pro- 

Stipend $200-$250 month; full maintenance. 

Write: Administrator, St. Vincent’s Hospital, Erie, 

Pennsylvania. D 


PATHULOGY RESIDENT WANTED—FOR JULY 1, 
1958; Hospital*+ approved for four year residency, 
active surgical, pathology, autopsy, and clinical pa- 
thology services; research institute associated with hos- 
pital. Apply: to Director of Laboratories, The Toledo 
Hospital, Toledo 6, Ohio. D 


ACCEPTING APPLICATIONS OF GRADUATES, 
ae Medical schools Ist and 2nd year levels in 
‘ully approved ob-gyn. residency; give full details first 


hae: $260-$285 plus room and uniforms, vacation. 
Apply: Superintendent, Bethesda Hospital*+, Cincin- 
nati 6, Ohio. D 


GENERAL PRACTICE RESIDENCY — FULLY AP- 
proved 2 year program; choice of program in second 
year; outpatient service; 215 bed hospital*+; qualified 
teaching staff; appointments now being made for July 


lst. Apply: Chairman, Intern Committee, St. Luke's 
Hospital, St. Paul, Minnesota. D 
APPROVED PSYCHIATRIC RESIDENCIES—UNIVER- 


sity of Pennsylvania Medical School; in-patient and 
out-patient services ; psychoanalytically oriented indi- 
vidual supervision. Dr. William Holt, Hospital of Uni- 
versity of Pennsylvania, Philadelphia, Pennsylvania, D 


PSYCHIATRIC RESIDENCIES—INDIANA UNIVER- 
sity Medical Center; are now available; fully approved 
for three years of psy chiatric training in a modern 2,500 
bed medical center; widely diversified training and ex- 
perience provided 1m a 250 bed psychiatric treatment 
hospital; with rotating services through adjacent campus 
facilities; includirg 50% bed Veterans Administration 
Hospital; active university child guidance clinic and a 
university psychiatric outpatient clinic; ample oppor- 
tun:ties for training and consultative services in a vari- 
ety of university clirics and in three other university 
hospitals; including a _ children’s hospital; broadly 
oriented university training program with close personal 
supervision of psychotherapy in clinics and hospitals; 
impressive interdepartmental opportunities for active 
clinical and allied basic research in a new psychiatric 
research institute and for teaching and supervisory ex- 
——- in the medical school and its affiliated train- 
ng programs in the social sciences; stipend for first year, 
$4,800; increasing proportionately to third year, $6,000; 
eligibility for state licensure required for appointment. 
Write: John I. Nurnberger, MD, Department of Psychia- 
try, Indiana University Medical Center, Indianapolis, 
ndiana. D 


RESIDENCIES AVAILABLE—APPROVED RESIDEN- 
cies in medicine, surgery, pediatrics, obstetrics and gyn- 
ecology, _ and general practice available July 1, 1958; 
294 bed; 43 bassinet city operated hospital; annually 
15,000 Re patients; 9,000 out-patient visits; 12,000 
emergency room visits; approved for 16 interns; total 
house staff 30; teaching program well organized and 
operating; fundamentals and objectives of program 
available on request; beginning salary $300, Write: 
Director, City Hospitals, % City Memorial Hospital, 
Winston-Salem, North Carolina. D 
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Another volume is now available 


YOUR 
GUIDE TO 

CURRENT 
PUBLICATIONS 


SUBSCRIPTION PRICE: 
$25 a Year 
Canadian and Foreign 
$27 a Year 
Single Volumes: 
Domestic, $15; Canadian and Foreign, $16 


WITH AUTHORS 
AND SUBJECTS... 


Divided into sections, one devoted to books and the 
other to periodical literature, the QUARTERLY 
CUMULATIVE INDEX MEDICUS contains, in its 
major part, a compilation of periodical references by 
author and subject arranged in one alphabet for easy 
use. The exact bibliographic reference is given under 
the author with the title in the original language, 
while titles under subject headings are all in English. 
The index also includes a listing of journals, addresses 
and publishers. 


The QUARTERLY CUMULATIVE INDEX MEDI. 
CUS appears twice a year; volumes are cloth bound 
and cover periodicals received within the six months 
indicated. These volumes are a convenient and inclu- 
sive reference for current medical literature. Invalu- 
able for practitioners, specialists, teachers, editors, 
writers, investigators, students and libraries. 


FIRST AND SECOND YEAR RESIDENCIES—AVAIL- | PATHOLOGY RESIDENCIES—OPENINGS NOW AND | RADIOLOGY—AVAILABLE NOW AND JULY, 1958; 


able July 1, 1958 in 37/ bed, 65 bassinett, short term July 1, 1958; active, integrated training program in 3 year approved program in diagnosis; therapy, isotopes; 
general hospital* +; a sorronens stipend $2,640 pathologic anatomy and clinical pathology; approved full time staff of 4 radiologists and 6 residents; base 
and $2,880 respectivel th $900 subsistence allowance for four years; 850 bed general hospital* + ; salary $300 hospital of the Chicago Medical School; initial stipend 
for married persons; Lpartment staff of 26 persons plus to $450 per month including full maintenance; appli- $225 per month plus laundry and uniforms; vacancies 
full time Board certifiec. radiologists; over 25,000 diag- cant must be U. S. have or be eli ible for 1 now, 2 in July, 1958. Apply: Dr. J. Nadelhaft, Di- 
nostic examinations ard 4,300 therapy treatments last California license; descriptive brochure available on rector of Radiology, Mount Sinai Hospital*+, Chicago 
year; approved program = three years of specialty request. Write: Pathologist, Sacramento County Hos- 8, Ilinvis. Dd 
training; active general teaching program for 23 resi- pital, Sacramento 17, California. Do 
dents in 10 specialities plus 16 rotating internships. | PATHOLOGY RESIDENCIES AND HEMATOLOGY 
Write furnishing summary of education to: Director of PSYCHIATRIC RESIDENCY VACANCIES; APPROVED , fellowships in Baylor University Hospitals*+; Dallas, 
Radiology, Delaware Hospital*+; (4th and Washing- three year residency in conjunction with Northwestern Texas; approved 4 years PA and CP under 5 certified 
ton Streets, Wilmington 99, Del e. ) University Medical School; extensive training program pathologists and several Ph.D.'s; opportunity for re 
in search and advanced degrees; 15,115 surgicals; 
7 . - . service and related fields; salary ranges from $2,840 to autopsies; $2,140 to $3,900 plus. Write: Dr. J. M. Hill 
VETERANS ADMINISTRATION HOSPITAL, ANN AR- $3,550; and for career residents $5,915 to $10,065; for brochure. D 


bor, Michigan, a general medical and surgical hospital; 
positions available; psychiatric residencies; affiliated 
with the University of Michigan offering a fully ac- 
credited three year, well balanced didactic and seminar 


Approved | RESIDENCIES—INTERNAL MEDICINE; ACTIVE 300 


new children’s residential psychiatric treatment center; 


hourly commuting 


pital, Downey, North Chicago, 


Chicago; citizenship _re- 
quired. Write: Manager, Veterans Administration Hos- RESIDENCY IN GENERAL PRACTICE — SANTA 
Illinois. D | Barbara County General Hospital+ announces a new 


A.M.A. Council approved residency in general practice 
at the two year level; hospital fully accredited and 


bed general hospital* + 3 year residency pro- participating in approved intern and specialty training 

must be an American citizen. Write: Paul M. Ireland, 
: - gram; full time specialists teaching; salaries program. Apply: Medical Director, General Hospital, 
MD, Manager, Veterans Administration Hospital, Ann range from $315 to $415; depending upon year of train- Santa Barbara, California. D 


Arbor, Michigan. 


PATHOLOGY RESIDENCIES—AVAILABLE JULY 
1958; 4 year approval pathologic anatomy; clinical ifornia. 
patholesy; 400 bed hospital*+ expanding to 800 
medical technicians training school; 200 csemmans HOUSE OFFICER 


Write: Director 


ing arid family status; 


Hospital, 280 W. MacArthur Blvd., Oakland 11, es year program in hospital with 


MEDICINE; AVAIL- 


California licensure. 

Kaiser Foundation ORTHOPEDIC RESIDENCY SECOND YEAR; THREE 
1 tive charity and pri- 

service; third year in pediatric orthopedic hos- 

ital*+; organized teaching program institution 

ich is doubling bed capacity in nine months; in- 


8,000 surgicals; 150,000 clinico- pathologic examina- able July 1, 1958; in au 6! 50 “bed hospital for long term 3 i ed. Director of Medical Education, Ts - 
tions; medical photography; staff of Board Certified illness; affiliated University of Cincinnati 
chief pathologist and 2 assistant pathologists; bacteri- College of Medicine; available are for one : . 
ologist; 3-4 residents; educational program; stipend chief resident and assistant residents; salfry | RESIDENTS—FOR VACANCIES 7-1-! INERAL 
$2,400 ‘plus full maintenance including family. Apply: from $400 to $500 4: ‘month, and full maintenance. rotating residency in well equipped ry ee hospital; 
eo Lowbeer, MD, FCAP. Hillerest Medical Center, Write to: Mr. M. I Superintendent, Drake | jocated in attractive mountain, seaside resort. city, 
Tulsa, Oklahoma. D Memorial Hospital, Cincinnati 16, Ohio. D United States citizenship; one’ year internship and 
eligibility for California license required; salary $560 
APPROVED RESIDENCIES OPENINGS JULY 1, 1958 | PATHOLOGY—4 YEAR APPROVED RESIDENCIES IN per month. Apply to: Director, County Hospital, Santa 
pathologie anatomy pathology; approxi- Cruz, California D 


in internal medicine; pediatries; surgery and thoracic 

ze Ist, 2nd and Srd year openings in_ internal 
i Ist and 2nd year openings in the other 
800 bed medic 


General Hospital*+. Apply: A. West, MD, Medi- part-time neuropathologist 
cal Director, Acting for the Civil Service Commission, communications te: Dr 
Ios Ange County Harbor General Hospital, 1124 Hospital* +, Providence 2, 


West Carson Street, Torrance, California, U. 8. citizen- 
ship required. Dd 


mately 12,000 surgicals, 
sections performed per 


al school affiliated County gists, Ph.D., biochemist, 


600 autopsies and 600 frozen 
year; staff includes 4 patholo- RESIDE NCY IN INTERNAL MEDICINE -APPROVED 


INTERNSHIPS—-$200 
tenance; uniforms; 


».; bacteriologist and 250 bed general hospital+* in San Francisco; three 

and hematologist. Address year approval; large outpatient department and clinic 
ferbert Fanger, Rhode Island service ; stipend $5325 per month first year; plus main- 
Rhode Island. D tenance. Contact: Educational Committee, St. Luke's 


Hospital, 1580 Valencia Street, San Francisco, Cal- 
D 


MONTH; TOTAL MAIN- ifornia 
surgical; obstetrics and 
anesthesiology residencies; available in a fully quali- 


PATHOLOGY RESIDENCIES 2 VACANCIES; 600 BED 


SURGICAL PATHOLOGY — VACANCY FOR FULLY fied 300 bed hospital*+ new building; activ teaching hospital* +; university affiliated; year ap- 
approved fellowship commencing July Ist, 1958; ap- teaching program; foreign graduates accepted. Addres proval clinic and anatomical pathology; leading to MS 
proximately 10,000 murescels annually; full mainte- W. P. Shelly, MD, i Medical Edueation, degree; three diplomate pathologists and two consult- 
nance and stipend of $4,8 to $5,100 depending on St. Alexis Hospital, Broadway, Cleveland 27, ants; salary $2,500 to $3,400; room, board and duty 
previous experience; one year ge A training in anatomic Ohio. Db 


pathology required; candidates must be graduate of 
Class A_ medic: 
Write: Saul 


cine; includes all 


APPROVED RESIDENCIES — INTERNAL MEDICINE Boerd Certified sts 
available quarterly; Veterans Administration Center+, 


Dayton, Ohio; 3-4 year program; citizenship required: zenship required. 


affiliated and supervised by Ohio State University Med- 
ieal School; salary $2,840 to $4,000 per year; approved RE 


MEDICINE; 1,300 BED 


school and citizen of United States. ESIDENCY — INTERNAL H ° 7 
R ‘i unit, Baylor University WANTED RESIDENTS; GRADUATE OF AMERICAN 


‘Kay, MD, Medical College of Virginia, hospital+; 3 year; 
Richmond, Virginia. dD College of Medicine ; 


ministration Hospital. 
SIDE NCY IN RADIOLOGY 


laundry. Creighton Memorial St. Joseph Hospital, 
Omaha, Nebraska D 


, private; out-patient medi- Medical School for service in a 300 bed private hos- 

i under supervision of pital*+ in a commun.ty of 300,000; stipend $600 per 
stipend $2,840 to $3, 550; month. For further information write to: M. Robert 
research, ete.: ¢ Knapp, MD, Chairman of Intern & Resident Committee, 

. MD, Veterans Ad- Wichita-St. Joseph Hospital, 5400 Grand Avenue, 
Houston, Texas. D Wichita 17, Kansas. D 


BEGINNING JULY 1, | INTERNAL MEDICINE RESIDENCY AVAILABLE 


for benefits unaer Public Law 550; outstanding record > > . +4 3 year Board approval: 500 bed Ohio hospital* +; rap- 
with specialty Board significantly higher than National — idiy enlarging community; graduates of approved 
averages. Apply: Dr. S. Simerman, Chief, Medical affiliated; isotope 1 physicist: three fuil schools only, Answer: Box 5143 D, % AMA. 
Service, Veterans Administration Center, Dayton, Ohio. | time radiologists in the department; kindly state all 

D particulars in first letter. 5436 D, % AMA. (Continued on page 104) 
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= NEW ... from Wyeth | 


TIMED-RELEASE 


SUSTAINED 24-HOUR LEVELS 


m levels Kenits/mt.) 


hours 0 1 2 a 


*Bactericidal concentration for Group A beta-hemolytic streptococci-experimental infections 
in mice (Eagle, H., and others: Am. J. Med. 9:280 [Sept.] 1950). 


Wigeth 


® 
Philadelphia 1, Pa. 
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PENICILLINEMIA WITH ONE TABLET 
7 
ry 
[| 
This advertisement con- 
forms for 
cians” Counell Yor toler: 
: mation on Child Health. 


ORAL PENICILLIN 


L-A 


Penicillin V, Crystalline, Wyeth 
(Phenoxymethy! Penicillin) 


WITH ONE TABLET q. 8 HOURS 
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LONG-ACTING 


0.004 


@ permits fewer doses 
@ gives immediate blood levels 


blood levels with 
one tablet q. 8 hours 


@ resists gastric destruction 


Supplied: Tablets, 250 mg. (400,000 
units), vials of 24. 


10 12 


a new continuous- 
action principle 

2-layer tablet 

The penicillin V in this half is 


rapidly released and absorbed— Sais 
gives immediate blood levels 


The penicillin Vin this halfis slowly =e 
released and absorbed—gives -°~ 
protracted blood levels 


|| 
| 
i 
a : 
0.265 
0.132 = 
sae 
6 8 : 
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GENERAL PRACTICE RESIDENCY — BECAUSE OF 
military obligations a vacancy is now available at the 
second year level for July 1, 1958; also one vacancy 
available at the first year level. University of Colorado 

edical Center*+, Office of Postgraduate Medical 
Education, 4200 East Ninth Avenue, Denver 20, —. 
rado. 


ANESTHESIOLOGY RESIDENCIES — APPLICATIONS 
now be! accepted for 2 first year and one second year 
appointment for July, 1958; graduates of approved 
United States medical schools only. Write: J. Gerard 
Converse, MD, University of Miami School of Medi- 
cine at Jac Memorial Hospital*+, Miami 36, 
Florida. D 


ANESTHESIOLOGY RESIDENCIES — APPROVED 2 
year active teaching program with unusually wide clin- 
ical experience; opportunities for clinical, teaching and 
research appointments in hospital*+ and medical col- 
lege after completion of training. Write: C. Land- 
messer, MD, Director of Anesthesiology, Albany Medi- 
cal Center, Albany, New York. D 


RADIOLOGY RESIDENCY — SECOND OR THIRD 
year level; starting July 1, 1958 in medical college hos- 
pitals; second year stipend, $4,000; third year $5,000; 
program has three year approval; indicate training in 
diagnosis, therapy_and pathology. Apply: R. Wight, 

A airman, Department of Radiology, Medical 
College of Georgia, Augusta, Georgia. 


WANTED—RESIDENT; SURGERY; 
to $250; intern, $130; full maintenance ( 
laundry uniforms); July 1, 19 


3 YEARS; $200 
rd, room, 
58; 155 bed general hos- 
ot approved AMA; also approved Cancer Clinic 


g 001 for Nurses. Address: Medical Director, 
Kanawha Valley Hospital, Charleston 1, West bine 


ROTATING INTERNSHIP — APPROVED 250 BED 
general hospital*+ in 


San_ Francisco, with active 
service; sti $300 


Deni monthly and mainte- 
nance; applicants must be eligible for California _li- 
: Education Committee, St. Luke’s Hos- 


cense. Contact: 
Dital, 1580 Valencia Street, San Francisco, Vana, 


NON-APPROVED RESIDENCY AVAILABLE IN MED- 

icine, Surgery and Obstetrics; 110 bed general hospital; 
fully approved JACH; $300 per month plus full mainte- 
nance; exchange visitors do not apply. Write: Admin- 
istrator, Belmont Community Hospital, 4058 W. 
rose Street, Chicago 41, Illinois. 


TWO PATHOLOGY RESIDENCIES AVAILABLE JULY 
1, 1958; two year approved in pathologic anatomy; 222 
bed hospital*+; 296 necropsies; 1,100 surgicals; active 
educational program; stipend $315 to $365. Apply to: 
Chief, Department of Pathology, Kaiser Foundation 
Hospital, San Francisco 15, California. D 


ANESTHESIOLOGY RESIDENTS — APPROVED TWO 
year active teaching clinical program; available July Ist, 
1958. P rhan, MD, University of Kansas -_ 


Mel- 
D 


eal H. 
ical Center*+, Kansas City, Kansas. 


TO EASY, 
ACCURATE 


BMR 
TESTS 


The L-F 
BASALMETER 


AL 
SELF-CALCULATING BAS 

METABOLISM APPARATUS 

i i scient BMR apparatus, 
(age, height, 
) and the patient puts 
The unit 


you put in four 
weight and sex 
i th—the time factor. . 
these factors electrically 
ives you an accurate, 
of basal metabolic rate. NO 
SLIDE-RULES OR CONVERSION TA ° 


NO HEAVY OXYGEN TANKS. 


SETTING. THESE DIALS: 


AND PRESSING 


RECT 


A DI 
YOU GET RATE 


READING OF THE B 


Now you or your nurse can give BMR tests right 
in your office with amazing facility and accuracy. 
The BasalMeteR does all the calculating for you, 
gives you the answer as soon as the test is timed. 
MAIL THE COUPON BELOW FOR NEW 
6-PAGE BROCHURE. 


NAME 


Liebel-Flarsheim Company, AMA 6238 

Cincinnati 15, Ohio 

Gentlemen: Please send me, without obligation, your 
NEW 6-PAGE BROCHURE describing the L-F Basal- 
MeteR self-calculating BMR unit. 


ADDRESS. 


CITY-STATE 


J.A.M.A., Feb. 15, 1958 


RESIDENCIES—PSYCHIATRY; 1300 BED GENERAL 
hospital; three year approved program; affiliated Bay- 
lor University College of Medicine; well rounded clin- 
ical and seminar program; annual stipend. regular $2,- 
840 to $3,550, career, $5,915 to $8,900. Write: Manager, 
Veterans Administration Hospital, Houston, Texas. DB 


APPROVED PATHOLOGICAL RESIDENCIES — 300 

State cancer hospital*; 425 autopsies; 7,000 sur- 

gicals and 5,000 papanicolaous; starting July 1, 1958; 

stipend $3,810 per year. Write: John W. Pickren, MD, 

Roswell Park Memorial Institute, 666 Elm Street, 
Buffalo 3, New York. 


SURGICAL RESIDENCY—APPROVED 250 BED GEN- 
eral hospital*+ in San Francisco; three year approval 
large outpatient department and clinic service; stipend 
$325 per month first year plus maintenance. Contact: 
Educational Committee, St. Luke’s 1580 
Valencia Street, San Francisco, D 


RADIOLOGY RESIDENCY -- APPROVED THREE 
years complete program including radioisotopes and 
cobalt teletherapy, cardiovascular unit afiiliation; three 
certified radiologists. Apply: A. Melamed, MD, Director, 
Deaconess Hospital*+, 620 North 19th, Milwaukee, 
Wisconsin. D 


PATHOLOGY RESIDENCIES—ONE IMMEDIATE: ONE 
July ist; 600 bed general hospital*+; approved for 4 
year program; modern well equipped laboratory; an 
unusual opportunity to combine research and pathology 
training. Apply: E. M. Knights, Jr., MD., Director of 
Pathology, Hurley Hospital, Flint, Michigan. D 


WANTED—A RESIDENT FOR TWO YEAR APPROVED 
anesthesiology service for 400 bed teaching hospital* + 
New York City; we require graduation from an ap- 
proved medical schoo: and an approved internship; we 
provide full maintenance, uniforms and $125 per month. 
Add: Box 530« D, % AMA. 


RESIDENCY IN RADIOLOGY—AVAILABLE JULY Ist: 
large active service fully approved for three years of 
training in all phases of diagnostic and therapeutic 
radiology including radioactive isotopes. Apply: Meth- 
odist Hospital*+ of Brooklyn, 506 Sixth Street, — 

rk. 


Hospital, 
California. 


lyn 15, New York 


SENIOR RESIDENT—IN 3 YEAR APPROVED PRO- 
gram; adequate number service patients for operative 
experience; also vacancy for first year resident in same 

rogram. City Memorial Hospital, Winston-Salem, 
North Carolina, D 

INTERNAL MEDICINE RESIDENCY—3 YEARS, AP- 
broved; positions available starting July Ist, 1958; Di- 
Tector-Medical Program, L. Jaffe, MD, Department 
Head, Highland Park General Hospital*+, Highland 
Park 3, Michigan. D 


TWO 1 YEAR APPROVED MEDICAL RESIDENCIES 
available in 320 bed hospital*+ on north side of Chi- 
cago; full maintenance, plus cash stipend. Address: 
Superintendent, Augustana Hospital, 411 West Dickens 
Avenue, Chicago 14, Mlinois. D 


GENERAL ROTATING RESIDENCY AVAILABLE IM- 
mediately 116 bed 20 bassinet general hospital, ap- 
proved by Joint Commission on Accreditation of Hos- 
Dital ; Salary $400 month. Apply: St. Francis Hospital, 
Wilmington, Delaware. D 


PATHOLOGY RESIDENCY—JULY, 1958; FULLY AP- 
proved; 275 bed general hospital; 2 Board pathologists; 
150 autopsies; 5,000 surgicals; 120,000 laboratory ex- 
aminations; $400 month. Apply: J. W. Hooker, Mem- 
orial Hospital*+, Danville, Virginia. D 


APPROVED RESIDENCY IN UROLOGY—MEDICAL 
College of uth Carolina Teaching Hospitals+; must 
be eligible for South Carolina licensure. Apply: Dr. 
John T. Cuttino, 16 Lucas Street, Charleston, South 
Carolina. D 


INTERNS WITH EXPERIENCE WANTED—160 BED 
modern progressive, generai voluntary hospital; surgery 
is particularly active; maintenance plus $300 monthly. 
<= Hospital, 50 Greene Avenue, Brooklyn 38, Hen 

ork, 


EXCELLENT ROTATING RESIDENCY IN 126 BED 
general hospital; Philadelphia suburbs ; $300 per month 
plus full maintenance; no exchange visitor number. Ap- 
ply: Delaware County Hospital, Drexel Hill, ames 
Vania. 


PLASTIC SURGERY RESIDENCY — MIDWEST; 
available for 2 years starting March Ist; in reply give 
age, training, references and draft status. Reply to: 
Box 5429 D, % AMA. 


LOCUM TENENS WANTED 


WANTED — GENERAL PRACTITIONER TO TAKE 
over practice for July and August in southern Vermont 
city; permanent practice available if desired; reply 
qualifications in detail. Box 5480 G, % AMA. 


SITUATIONS WANTED 


INTERNIST — BOARD ELIGIBLE; 31; MARRIED; 1 
child; excellent training in all aspects of internal medi- 
cine in Canadian and American University centers; 
presently on medical staff of large midwestern hospital 
and teaching appointment at well known medical school; 
no military obligations; licensed in California; desires 
association with group or individual in California; 
available immediately. Box 5438 I, % AMA. 


SURGEON; INTERESTED, VASCULAR, THORACIC, 
pediatric surgery; Graduate, Western Reserve; AOA; 
ve years training completed including year each 
assistant surgeon, instructor; university medical center; 
M.S.; passed Part awaiting Part II; early 30's. 


Woodward Medical Bureau, 185 N. Wabash Avenue, 
Chicago I 
INTERNIST; INTERESTED CARDIOLOGY, CHEST, 


hematology; training includes year’s fellowship cardi- 
ology; three years, military medical officer; one year, 
chief resident, medicine, and assistant, cardiology; 
Diplomate, early 30's; DNB. WOODWARD MEDICAL 
BUREAU, 185 N. WABASH AVENUE, CHICAGO 1. I 


(Continued on page 106) 
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NOW—in arthritis and allied disorders a new form 


BUTAZOLIDIN 


Provides the potent anti-inflammatory, analgesic and antipyretic action of BUTAZOLIDIN plus an 
added antacid-antispasmodic effect for the benefit of patients with gastric sensitivity. 


nonhormonal - anti-inflammatory - anti-arthritic 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged to send for detailed literature 
before instituting therapy. 


BUTAZOLIDIN® Alka: Capsules containing Butazolidin (phenylbutazone GEIGY) 100 mg.; aluminum hydroxide 100 mg.; magne- 
sium trisilicate 150 mg.; homatropine methylbromide 1.25 mg. 


BUTAZOLIDIN® (phenylbutazone GEIGY): Red coated tablets of 100 mg. 


4 


not an amphetamine, but an oxazine 


specifically for weight reduction 


PRELUDIN 


ill || 


Chemically and pharmacologically different fron 
‘suppressant having minimal C.N.S. stimulating activity 


. reduces the problems of reducing — PRELUDIN produces sai 
side actions such as insomnia or or 


“(a eine’, R. A Program of Therapeutic Supports in Obesity. 
~ « June 3-7, 1957. (2) Natenshon, A. L.: Am. Pract. & Digest.Treat. 7: (1456, 
2 _ berg, Am. J. Digest. Dis. 1: 1956. (4) 

(Sept. 14) 1957. 


PRELUDIN« (brand of phenmetrazine Sco 
H. Boehringer Sohn, Ingetheim. 


| 
4) 
| \ 
isfactory weight loss with little orno 
‘compli ssity conte Gi moderate | 
ee ee facilitates the treatment of complicated obesity -PRELUDIN may be used in-cases of moderate 
hvnertencinn chronic cardiar disease nr diahetes'* 
original silhouette hand cut by Moch: 
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Tastes So Good. 
The Flavor Remains Stable 
down to the last tablet. 


25¢ Bottle of 48 tablets (1% grs. each). 


We will be pleased to send samples on request. 
THE BAYER COMPANY DIVISION 


of Sterling Drug Inc. 
1450 Broadway, New York 18, N. Y. 


How to win friends... 

| ChildrensSize 

ASPIRIN 

The Aspirin that 


LIQUAMAR* 


(BRAND OF PHENPROCOUMON) 
‘ORGANON’ 


& Tailored to give satisfactory results 


in all classes of patients 


- LIQUAMAR offers these clinical advantages in 


the treatment of thrombosis and embolism: 


low cost 


marked and prolonged anticoagulaat activity 
stable and predictable prothrombin responses 
ease and certainty of control 

no nausea, vomiting, or vasomotor instability 
low incidence of bleeding 

low daily maintenance dose 


proven effective in thousands of patients 


SUPPLIED: Oral tablets, double-scored, each tablet containing 3 mg. of 
phenprocoumon. In bottles of 100 and 1000. 


WRITE FOR DETAILED LITERATURE 


ORANGE, N. J. 


(Continued from page 104) 


OTOLARYNGOLOGIST — 30; CERTIFIED 1955 
versity trained ; teaching experience; otologic surgery, 
endoscopy, ete.; leaving military service; interested any 
situation providing professional and economic satisfac- 
tion along with wholesome community life for young 
family. Box 5461 I, % AMA. 


; UNI- 


IF IN NEED OF AMERICAN BOARD SPECIALISTS 
to head departments, physicians for private practice, 
industry or public health, please write for ge oe 
dations. Woodward Medical Personnel Bureau, 185 N 
Wabash, Chicago. 


INTERNIST — CERTIFIED; 35; FAMILY; EXPERI- 
enced director of medical education ; teaching; admin- 
istration; practice; military service completed; special 
training arthritis, psychiatry; research ; desires challeng- 
ing opportunity; ‘expensive. Box 5138 lL, % AMA. 


THORACIC SURGEON—FIVE YEARS STAFF PROM- 
inent thoracic clinic; primarily cardio vascular surge 
Eligible general and thoracic Boards; interested clint 
cal work and ancillary services essential. 
Box 5471 1, % A 


GENERAL PRACTITIONER—DESIRES ASSOCIATION 
with individual or small group in southern California 
coastal city; salary with later partnership; 30; mar- 
ried; 2 years pest aes resideney; available duly 

1958. Box 5478 I, 


INTERNIST-GASTROENTEROLOGIST — 30; FAMILY; 
university trained; first part Boards; 2 years practice; 
GI fluoroscopy, own gastroscope, esophagoscope; hard 
worker ; or group West or Midwest. 
Box 5464 1, % A 


SURGEON — AGE 34; HARVARD MD; MARRIED 
family; category 1V; completes excellent surgical resi- 
dency June 1958; extensive traumatic, fracture, and 
general surgical experience; objective, private practice ; 
solo, partnership, or group. Box 5448 I, % AMA. 


GENERAL PRACTITIONER — CALIFORNIA LI- 
censed; several years experience in private practice; 
desires location, or to purchase active practice or asso- 
ciation ; preferably coastal area, San Diego County. 
Box 5447 1, % AMA. 


OTOLARY NGOLOGIST—32; BOARD ELIGIBLE; UNI- 
versity trained; family; military service complete; de- 
sires private practice or association; preferably Pacific 
Northwest; Washington license; available July 1958. 
Box 5444 1, % AMA. 


PATHOLOGIST—40; BOARD CERTIFIED, ANATOMIC 
and clinical; university trained; extensive experience, 
exfoliative cytology; interested in community with pro- 
gressive medical atmosphere; South or Southwest pre- 
ferred. Box 5470 I, % AMA 


J.A.M.A., Feb. 15, 1958 


GENERAL PRACTITIONER — 28; FAMILY; COM- 
Dletes military service June 1958; AOA Kansas 1955; 
desires association with individual or group in Kansas. 
Capt. Robert Rogers, 443 AAA Bn, APO 633, New 
York, New York. I 


GENERAL SURGEON—BOARD ELIGIBLE; RECENT- 
ly completed training; 30 years old; Canadian; first 
papers; holds Iowa, North Dakota license; wants posi- 
tion partner, clinic or group. Box 5463 - % AMA. 


ROENTGENOLOGIST—AGE 34; BOARD CERTIFIED: 
diagnosis and therapy; desires hospital or association 


including hospital practice. Box 5476 I, 
DERMATOLOGIST —DIPLOMATE; AGE 36; FAMILY; 


interested in group or individual partnership associa- 

tion; 4 years experience in private practice. Box 5442 I, 

% AMA 
GENERAL SURGEON — COMPLETED PART 1 
Boards; age 39; family; practice limited to surgery 15 
years; desire association group or individual; preferably 
western state; Texas license. Box 5482 I, % AMA. 


BOARD QUAL- 
license; desires association with group 
southeastern Florida. Box 5441 I, 


OBSTETRICIAN-GY NECOLOGIST—33 ; 
ified; Florida 
or individual 
Yo AMA. 


UROLOGIST RESIDENCY JULY 1958; 
31; Priority 1V; DNB; desires opportunity for associa- 
tion, group or pt practice. Box 5474 I, % AMA 


GENERAL SURGEON — WELL TRAINED; BOARD 
Certified; 32; family; desires location for practice as 
associate or independent. Box 5475 I, % AMA. 


SURGEON—34; IMMIG RANT; ENGLAND; 8 
years surgic: a] experience 1 year thoracic surgery; 
seeks position in a small hospital. Box 5457 1, % AMA. 


PATHOLOGIST —32; CERTIFIED PATHOLOGIC AN- 
atomy; training clinical pathology; university and AFIP 
experience; desire location in Florida, California, mid- 
west, or western United States; prefer private hospital 


either as laboratory director or associate. Box 5416 
1, AMA. 


RADIOLOGIST—BOARD CERTIFIED IN GENERAL 
radiology; including medallion for isotopes; member of 
American College of Radiology; 32; married; veteran; 
one year of experience in private practice; desire loca- 
tion in private office, clinic association, or hospital affili- 
ation. Box 5336 I, % AMA. 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments. join groups, ete. ; physicians for pri- 
vate practice, assistants or associates, industry, public 
health. Please write for recommendations. Shay Medical 
Agency, 55 E. Washington, Chicago. I 


OBSTETRICIAN — GYNECOLOGIST — AMERICAN 
Board Certified; university training; age 36; family; 
desires association, location for practice, will purchase 
established practice; licensed California, Illinois, lowa, 
Kentucky; available May. Box 5367 I, % AMA. 


BOARD CERTIFIED GENERAL SURGEON O BOARD 
qualified thoracic surgeon; 6% years residency; 32; 
married; military service completed; licensed in Cali- 
fornia, Minnesota and Ohio; available July, 1958. Box 
5284 1, % «aMA. 


INTERNIST — CERTIFIED; 33; UNIVERSITY 

trained; currently on faculty of me dical se hool; has had 
rience in private practice and industrial medicine; 
desires association with hospital, clinic; military service 
completed. Box 4858 1, % AMA. 


OBSTETRICIAN-GYNECOLOGIST — DESIRES 
change; age 40; family; Boards next year; training 
large charity hospital south; cancer surgery; prefer 
south, west or midwest; Class 6. ane? license 
Florida and others. Box 5378 I, AM: 


WELL TRAINED THORACIC SURGEON AVAILABLE 
January Ist; three years’ training; general surgery; 
two years’ training, thoracic surgery, teaching hospitals. 
Medical Bureau, Burneice Larson, Director, 900 North 
Michigan Avenue, Chicago. I 


GENERAL PRACTITIONER — WITH DEGREE MPH 
and experience in public health; age 57; wishes to dis- 
pose of practice anc find another field such as school 
health; public health; administration or other. Box 
5382 1, Y AMA 

8 YEAR 

general practice ex- 

association with 

Box 5403 I, % 


GENERAL SURGEON — 33; 
surgical residency July Ist; 7 yea 
perience ; married; veteran; entree 
established surgeon or solo practice. 
AMA. 


WANTED--ASSOCIATION IN GENERAL SURGERY; 
Part | American Boards completed; five years yy 


pe surgeon at present; marrie 
‘ox 5351 |, 
SURGEON — CERTIFIED; FACS; 31; GRADUATE 


eastern medical school 1949; university hospita! train- 
ing; academic experience, desires association, partner- 
ship or group. Box 5405 I, % AMA. 


BOARD SURGEON—FACS; AGE 35; UNIVERSITY 
trained; 5 years practice; desires association with estab- 
lished surgeon(s) or clinic group preferably in _— 
west or north central states. Box 5389 I, % AMA 


» ELIGIBLE; AGED 32; MAR- 
with another pediatrician or 
email group; og Rhode Island and Missouri. Box 
5400 I, % AMA 


JAPANESE PHYSICIAN — INTERESTED IN ANES- 
thesia; unencumbered; seeks position in small hospital 
good references; long experience. Box 

» Y AMA. 


PATHOLOGIST — 39: NATURAL CITIZEN; 


well qualified. Box 5288 1, % AMA, 


BORN 


(Continued on page 111) 
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lowering b.p. comfortably 


ae shows course of hypertensive 
patient over 31/2 years. Red area shows pressure before treat- 
ment—as high as 270/150. Black area shows response to Serpasil 
and Apresoline therapy. This favorable response to Serpasil/ 
Apresoline was achieved with a maximum of only 100 mg. Apresoline 
daily, a dose so low as to virtually eliminate side effects. 
(Chart adapted from Wilkins, R.W.: Ann. New York Acad. Sc. 59: 
56, 1954.) When blood pressure must come down, consider Serpasil- 
Apresoline combination tablets. ‘Serpasil®-Apresoline® HCl 
(reserpine-hydralazine HCl CIBA). C [ B A Summit, N.J. 


CAN EMOTIONAL STRESS RAISE CHOLESTEROL LEVELS? 
For a report on this — and other developments in cardiovascular dis- 
orders — watch your mail for the March-April issue of PULSE AND 
PRESSURE. CIBA 
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'DIURIL' is a trade-mark of MERCK & CO., Inc. 


(CHLOROTHIAZIDE) 


| 
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Edema and 


EDEMA 


1. 'DIURIL' is an entirely new, orally 
effective, nonmercurial agent—1 Gm. 
of 'DIURIL' orally being approximately 
equivalent to 1 cc. of mercurial |.M. 


'DIURIL' is excellent for initiating 
diuresis and for prolonged main- 
tenance of the edema-free state. 


'DIURIL' promotes the balanced 
excretion of sodium and chloride 
without producing acidosis. 


'DIURIL' offers a rapid rising response 
to increased doses (within recom- 
mended dosage range). 


'DIURIL' is well tolerated even at 
- maximum therapeutic doses. 


6. 'DIURIL' acts rapidly (onset within 
2 hours) and its moderate duration of 
action (6-12 hours) permits 
uninterrupted rest at night. 


1. 


'DIURIL' has no known contra- 
indications. 


any indication for diuresis 
is an indication for "DIURIL' 


INDICATIONS: Congestive heart failure; premen- 
strual edema; edema of pregnancy; renal edema— 
nephrosis, nephritis; cirrhosis with ascites; drug- 
induced edema. May be of value to relieve fluid 
retention complicating obesity. } 


DOSAGE RANGE: one 500 mg. tablet 'DIURIL' to 
two 500 mg. tablets 'DIURIL' once or twice a day. 


Hypertension 


HYPERTENSION 


1. 'DIURIL' provides basic therapy to 
improve and simplify the management 
of hypertension. 


'DIURIL' often reduces dosage 
requirements of antihypertensive agents 
below the level of serious side effects. 


'DIURIL', added to the regimen, is 
often effective in controlling the blood 
pressure of even highly resistant 
cases of hypertension. 


'DIURIL' maintains its effectiveness 
even during prolonged therapy. 


5. 'DIURIL' smooths out blood pressure 
fluctuations. 


'DIURIL' is orally administered with 
simple dosage schedules. 


INDICATIONS: Hypertension of all degrees of 
severity. 


DOSAGE RANGE: one 250 mg. tablet 'DIURIL' two 
times daily to one 500 mg. tablet 'DIURIL' three 
times daily. 


MERCK SHARP & DOHME 


Division of MERCK & CO., INC., Philadelphia 1, Pa. 


SUPPLIED: 250 mg. and 500 mg. scored tablets of 'DIURIL' (Chlorothiazide); bottles of 100 and 1,000. 


BIBLIOGRAPHY: Baer, J. E. et al.: Fed. Proc. 16:278, (March) 1957; Beyer, K.H. et al.: Fed. Proc. 16:282, (March) 1957; Ford, R. V. et al.: M. Rec. & Ann. 
51:376, (April) 1957; Ford, R. V. et al.: Arch. Int. Med. 100-582, (October) 1957; Ford, R. V. et al.: Antibiotic Med. & Clin. Therapy (in press); Moyer, J. H. 
et al.: Proc. Soc. Exper. Biol. & Med. 95:529, (July) 1957; Novello, F. C. and Sprague, J. M.: J. Am. Chem. Soc. 79:2028, (April 20) 1957; Russo, H. F. et al.: 
Fed. Proc. 16:333, (March) 1957 ; Hollander, W. and Wilkins, R.W.: Boston Med. Quart. 8:69,(Sept.) 1957 ; Freis, E. D. et al. : J.A.M.A.(in press); Finnerty, F.A.: N.Y. 
State J. Med.§7:2957, (Sept. 15) 1957; Freis, E. D. and Wilson, |. M.: Med. Ann. District of Columbia 26 :468,(Sept.) 1957; Freis,£.D. etal. : Circulation(in press) 
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debilitated 


e elderly 

e diabetics 

¢ infants, especially prematures 
e those on corticoids 


e those who developed moniliasis on previous 
broad-spectrum therapy 


those on prolonged and/or 
high antibiotic dosage 


* women—especially if pregnant or diabetic 


a broad-spectrum antibiotic of choice is 


-quibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) Sumycin plus Mycostatin 


Capsules (250 mg./250,000 u.), bottles 

of 16 and 100. Half-Strength Capsules 

(125 mg./125,000 u.), bottles of 16 

* and 100. Suspension (125 mg./125,000 

of u.), 2 oz. bottles. Pediatric Drops (100 
: mg./100,000 u.), 10 cc. dropper bottles. 


Squibb Quality— 
the Priceless Ingredient 


SQUIBB 


“MYSTECLIN,'® *MYCOSTATIN’,® AND *SUMYCIN® ARE SQUIBB TRADEMARKS 


for practical purposes, Mysteclin-V is sodium-free 


for “built-in” safety, Mysteclin-V combines: 


1. Tetracycline phosphate complex (Sumycin) for superior 
initial tetracycline blood levels, assuring fast transport of 
adequate tetracycline to the infection site. 


2. Mycostatin — the first well-tolerated antifungal antibiotic — 
for its specific antimonilial activity Mycostatin protects 
many patients (see above) who are particularly prone to monilial 
complications when on broad-spectrum therapy. 


MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH 


TETRACYCLINE ALONE TETRACYCLINE PLUS MYCOSTATIN 
After seven days After seven deys 


ee 
Mis overgrowth (rectal swab) “None @sconty Heavy 


; 
4 
4 
YOU TREAT 
INFECTIONS | 
AS THESE 
Before therapy of therapy Before therapy of therapy 
@ e000 
| SQUIBB qj.-=-=§ 
eco eco. 
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PROFESSIONAL AND TECHNICAL AIDES 


EMPLOYER PAYS FEES—THESE POSITIONS! 


WANTED—MEDICAL TECHNOLOGISTS: (a) CHIEF; 
full chge lab supv by part time path; x . 
respon individiual; apprv’d vol gen hsp 
— resid twn 15,000 very nr impor Ige city. E. 
(b) Calif reg’d, elig; join {| other tech, busy lab 
25 bd gen hsp now expand’g; to $4200 plus veal: 
sm twn, good recr area. (c) Female; priv lab supv 
by board pathol; impor N. Engi city. (d) ASCP as 

ass’t chief; 12 in busy lab, 200 bd vol gen hsp; 
to $4800; city 30,000; agric area, MW. (e) Reg’d; 
apprv’d gen hsp 200 bds: $4200 or more; NYC vicin. 
(f) Ass’t chief; aid in supvy 2 techs, hsp now ex- 
pand’g to 200 bds; $3600 up; lovely twn 25,000; So. 
(g) instructor; ass’t path to reorg curriculum for 
tech sch, then supv trng prog; fully apprv’d gen 
hsp; N. Engl. (h) 2 staff; gen hsp now expand’g to 
220 bds; to $4600; resid suburb univ city, MW. (i) 
CHIEF; full chge lab, resp to path; 8 empl in new, 
modern lab, 150 bd gen hsp; to $4800; scenic area; 
Gt. Lakes. Woodward Medical Personnel Bureau, 185 
N. Wabash, Ch‘cago. L 


HOSPITALS AND SANATORIA FOR SALE 


FOR SALE OR LEASE—I62 BED HOSPITAL; PAR- 
tially equipped; located in mining area. Contact: E. G. 
Skaggs, MD, Fleming, Kentucky. oO 


BRICK BUILDING—24 ROOMS; 12.15 ACRES; 7 
miles from town; about $20,000; southern New Jersey 
near Delaware Memorial Bridge; 35 miles from Phila- 
delphia, Pennsylvania. Box 5413 O, % AMA. 


HOSPITAL FOR SALE—30 BED ULTRA MODERN 
Hospital and clinic in booming Titusville, Florida next 
to guided missile base; suitable for three or more doc- 
tors; easy terms. Box 4845 O, % AMA. 


PRACTICES FOR SALE 


ALABAMA — THIRTY-SIX YEARS ESTABLISHED 
medical and surgical practice; gross above thirty thou- 
sand 1957; city about thirty thousand and growing; 
just finishing 100 bed Hill Burton Hospital; reason for 
selling, want to retire; but will stay until doctor be- 
comes established; no real estate or practice to sell; 
only equipment; value about twelve thousand ($12,000) ; 
can give terms if necessary. Write or contact: Dr. A. M. 
Roan, Decatur, Alabama, Box 1475. P 


ARIZONA—EENT PRACTICE; CITY OF IDEAL CLI- 
mate and fabulous growth opportunities; air conditioned 
office; flexible terms; health retirement. Box 5401 P, 
Yo AMA. 


CALIFORNIA — ESTABLISHED $60,000 PER YEAR 
gross general practice in small California town; Sol- 
vang, 40 miles north of Santa Barbara; ideal climate; 
modern completely equipped and _ staffed office now 
operating; two bedroom apartment attached to office; 
one car included; want to sell real estate and practice 
as unit; with $5,000 down payment; balance over long 
term. Box 5377 P, % AMA. 


PRACTICE NEAR LONG 
Beach; grossing $50,000; assume lease or may purchase 
home and well-equipped office; moving to Hawaii; 
terms. Box 5423 P, % AMA. 


CALIFORNIA—GENERAL 


CALIFORNIA—SOUTHERN; COASTAL CITY; GEN- 
eral practice with surgery; gross $45,000; complete x-ray 
unit; reasonable rent; terms. Reply: Box 5409 P, % 
AMA. 


CONNECTICUT — COMMUNITY OF 20,000 NEAR 
Long Island Sound; several large industries in town; 
good schools and recreational facilities; good open 
staff hospital nearby; office well-equipped and well- 
furnished; excellent opportunity for general practitioner, 
internist or pediatrician; price $4,000 terms acceptable. 
Write: Box 5440 P, % AMA. 


CLINIC BUILDING C.B.S. CONSTRUCTION IN EX- 
cellent condition and practice for sale; designed for 
two or more doctors with separate entrances; reasonable 
with terms; location very best. Marvin Smith, MD, 800 
8S. W. 19th Avenue, Miami 35, Florida. P 


INDIANA—ACTIVE ESTABLISHED EENT PRACTICE; 
thriving, stable industrial city of 40,000; excellent hos- 
pital facilities; well equipped air conditioned office; 
reasonable rent; good lease arrangements; good location 
near downtown area; 1957 gross over $54,000; terms pos- 
sible; will imtroduce; leaving state. Box 5390 P, % 
AMA, 


MASSACHUSETTS—PRACTICE AVAILABLE IN WELL 
equipped spacious office unit; for sale, lease or as 
partnership; gross income $45,000 per year; excellent 
cultural, social and hospital opportunities; ideal for 
serious practitioner or specialist. Box 5371 P, % AMA. 


MICHIGAN—LARGE GENERAL PRACTICE; SEVEN 
miles to new million dollar county hospital; manufac- 
turing and agricultural town 2,500; in southern Michi- 


gan; good schools and churches; will sell or rent 
lete office; i at once; retiring. Box 5058 
P, % AMA. 


(Continued on page 113) 
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HYDROCHLORIDE 


(Methamphetamine Hydrochloride, Abbott) 


lll 


THE SYMPATHOMIMETIC AMINES HAVE BEEN 
found of value, when administered under the supervision 
of a physician, as an adjunct to the dietary management of 
obesity. The chief action of these drugs in this condition is 
the production of anorexia, which is felt to be due to the 
effect of the drug on the central nervous system, probably 
on the anterior lobes of the cerebrum. In addition to curbinj 
the appetite, Desoxyn imparts a feeling of well-being an 
increases mental and physical activity in such a way as to 
relieve the feeling of frustration and boredom which is often 
the underlying factor in overeating. 


SMALLER DOSAGE, LONGER EFFECT—IT IS GEN- 
erally agreed that d-desoxyephedrine, milligram for milli- 
gram, is somewhat more potent than amphetamine, so the 
stimulation desired is achieved with a smaller dose, the 
onset of effect is more rapid, and the duration longer. 
Doses exceeding those recommended may produce side 
effects that counteract the benefits of stimulation. With 
ordinary doses, little or no significant pressor effect has 
been observed. 

Desoxyn alone should not be relied upon to induce weight 
reduction but should be used only under the direction of a 
physician in conjunction with the prescription of a general 
hygienic regime and a special diet. 


DOSAGE, SIDE EFFECTS—THE DOSE OF DESOXYN 
must be adjusted in accordance with the requirements and 
response of the individual patient. When the anoretic effect 
of the drug is desired, as adjunctive therapy in an obesity 
freon Desoxyn should be administered one-half to one 

our before meals. In other instances the anoretic effect 
of the drug might not be desired; in these cases, Desoxyn 
— be administered with meals or immediately after 
meais. 

Orally, the initial dose should be 2.5 to 5 mg., two to three 
times daily, Larger doses may be required in some cases, 
and should be arrived at cautiously. They may be continued 
as long as the desired beneficial results accrue and there are 
no untoward effects. Individual oral doses in excess of 10 
mg. are likely to produce undesired cerebral stimulation. 
Medication is not recommended after 4 p.m, or at night, 
because of the possibility that the drug may interfere with 
sleep. If the patient is unable to sleep at night, the afternoon 
dose may be omitted or the excessive stimulation counter- 
acted by the use of effective sedatives such as Nembutal.® 


OTHER INDICATIONS: DEPRESSIVE-STATES— 
Desoxyn Hydrochloride is indicated for oral administration 
in the treatment of narcolepsy and in cases of mild depres- 
sion accompanying or aggravating prolonged illness, con- 
valescence, old age, or the menopause. A feeling of well-being 
and increased energy will generally be produced in the 
patient. This lessens nervous tension and may aid in secur- 
ing cooperation for more specific therapy. 

Favorable results have also been reported following the 

use of d-desoxyephedrine hydroc re ge an adjunct to 
the treatment of postencephalitic Parkinson's syndrome, 
Mhronic alcoholism and generally in conditions for which 
aphetamine sulfate has been of benefit. 
n major psychopathic depressions, as well as in mild 
essive states, d-desoxyephedrine hydrochloride may 
tate management of the patient but will not affect the 
ying psychosis. The drug has not been of benefit in 
tment of myasthenia gravis. 


INDICATIONS—DESOXYN HYDROCHLO- 
lets and Elixir should be used with caution in 
yith cardiovascular disease, thyroid disturbance, 
hypertension, or in persons of advanced age. The 
traindicated also in neurotic or hyperexcitable 
, or in those who have shown sensitivity to ephedrine 
edrine-like substances, 


RION—-DESOXYN PRODUCES EFFECTS SIMILAR 
b those produced by racemic amphetamine. Like the latter, 
if elevates the mood, increases the urge to work, imparts a 
’ nse of increased efficiency and counteracts sleepiness and 
e feeling of fatigue in most persons. It does not produce 
‘ rather marked peripheral pressor effects of ephedrine, 


Ft extept in large doses. 


ONSKT SWIFT—ONSET OF EFFECT WITH DESOXYN 
occurs in from 20 minutes to one hour, The duration of 
action of a single dose of 10 mg. orally varies from six to 12 
hours, though in oe cases effects may be noted for 
as long as 36 hours. Sleep is disturbed the night following a 
dose of 10 to 15 mg. at breakfast in some subjects. By 
dividing the w Bad insomnia may usually be avoided. The 
drinking of coffee increases the effect of the drug. Intensity 
of stimulative effect is somewhat greater in normal than in 
depressed or alcoholic persons. 


BLOOD PRESSURE, PULSE RATE AND RESPIRATORY 
rate ly are only slightly or temporarily affected, unless 
oral doses exceeding 10 to 15 mg. daily are taken. 


THE PARENTERAL OF DESOXYN 
Hydrochloride is suggested for restoring and maintaining 
blood pressure during operative procedures, particularly 
during spinal or regional block anesthesia, Its use is sug- 

<a to combat acute hypotension during surgical opera- 
tons and for preoperative administration, particu 

fore spinal anesthesia, to patients who manifest hypotension 
or who are considered poor surgical risks. 


TOLERANCE NOT DEVELOPED. WHILE THE DRUG 
is not habit forming in the true sense of the word, some de- 
pressed persons may come to rely on it for stimulation, or 
normal subjects may be induced to use it in excess for relief 

of fatigue. Tolerance to the drug is not developed. The 
euphoric and waking effects decrease with protracted use of 
the drug on account of the accumulated need for sleep and 
rest. As a result, a larger dose is required to combat the 
yong A need for sleep, and it is the larger dose that pro- 

duces the undesirable circulatory and metabolic effects. 
Withdrawal of the drug may thus be rendered imperative. 
Administration of Desoxyn should be under the constant 
supervision of a physician. 
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J.A.M.A., Feb. 15, 1958 


WIBUGUI 


i An executive in a large advertising agency, which 
= is noted for its heavy turnover in top personnel, 
put on his hat and coat and called to his secretary: 

“If my boss telephones while I’m out, be sure to 
get his name.” 


Two coeds were discussing their future. “Y’ 
know,” decided one, “I think I'll get a job as a stew- 
” ardess on a plane. That way I'll be sure to meet 
ce lots of men.” 

“Oh, I don’t know,” said her friend. “There are 
other jobs where you get a chance to meet just as 
many men.” 

“Maybe so,” was the answer. “But not strapped 
down!” 


There had been many holiday festivities at the 
house and Billy, the smallest member of the family, 
had often watched the merriment enviously from 
the head of the stairs when he should have been 
asleep. 

Shortly thereafter, breakfasting with his family 
and some week-end guests, little Billy suddenly 
gave out with a loud, unmistakable burp. 

“Goodness!” cried his mother, then hastened to 
admonish. “Well, Billy—what do you say?” 

Billy smiled brightly. “Happee-ee New Year!” he 
shouted. 


Harry Kurmitz, the playwright, was_ telling 
friends how determined he had been, as a youth, 
to become a proficient linguist. He studied Spanish, 
French, German, and Latin at school, but has long 
since forgotten all but Latin. 

“How odd,” commented a friend. “Latin, of all 
languages! Why?” 

“Because,” answered Kurnitz, “in Latin the teach- 
er used to hit me.” 


The fortune-teller had just taken $20 from one of 
the naive visitors. 
“This entitles you to two questions,” she said. 
“Goodness—isn’t that a lot of money for only two 
questions?” 
“Yes, it is,” was the answer. “And what is your 
second question?” 
e 
ay A famous clinic’s new diet consists of just four 
words: 
“No more, thank you.” 


by E. K. H. 


“Good Heavens, Jimmy, who's sick?” asked a 
neighbor of the little 7-year-old, as an ambulance 
pulled away from the house. 

“It’s my Daddy,” said the boy. “He’s had an acci- 
dent.” 

“How awful! What happened?” 

“Well, he came down the ladder,” explained 
Jimmy, “a couple of minutes after I took it away.” 

An Englishman visiting his son during his first 
year at Cambridge University was being taken on 
a tour of the place by the boy. As they were walking 
along, a very formidable looking woman strode by, 
nodded briefly, and went on. 

“That’s Miss Ekhart,” explained the youth. “She's 
the mistress of Ridsley Hall.” 

His father shook his head unbelievingly. “And 
who,” he asked, “is Ridsley Hall?” 


Remember George Gobel’s advice to his viewers 
in a New Year’s Eve black-and-white telecast: 

“If any of you are seeing this program in color 
... you'd better take a cold shower.” 
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MISSOURI COMPLETELY EQUIPPED TEN ROOM 
clinic; choice location; small town; will sacrifice due to 
illness; practice; real estate and equipment for reason- 
able offer; gross $50,000. Box 5013 P, % AMA. 


NEW YORK, UPSTATE—YOUNG MAN WANTED TO 
take over thriving general practice in prosperous town 
of 100,000; 3 excellent open hospitals; leaving to spe- 
cialize; will introduce; reasonable charge for practically 
new office equipment. Box 5450 P, % AMA. 


OHIO — SOUTHERN; GROSSING $50,000; COMMU- 
nity 8,000; excellent schools and churches; good roads; 
fishing and hunting; reason for ieaving, Florida; 98% 
office practice; no obstetrics, complete equipment and 
supplies for emergency room; minor surgery; two exam- 
ining and consultation rooms; x-ray unit; drugs; all 
equipment less than 4 years old; inventory would prob- 
ably exceed $10,000; cash or terns; will stay to intro- 
duce. Box 5380 P, % AMA. 


PENNSYLVANIA — FOR SALE; PHILADELPHIA 
northeast; very active general practice in heavily popu- 
lated, industrial area; office and home priced for quick 
sale due to death; practice being carried on. Box 
5467 P, % AMA 


TEXAS — GENERAL PRACTITIONER WANTED TO 
take over thriving practice in county seat town in 
West Texas; reasonably priced equipment; receptionist 
will remain; residency occupant plans. Box 5215 P, % 


WASHINGTON, D. C.—FOR SALE; GENERAL PRAC- 
tice; established 18 years; gross $25,000 per year, 8 
room office; fully equipped: $10,000; terms. Box 5310 P, 
% AMA. 

WEST VIRGINIA — OPHTHALMOLOGIST TO TAKE 
over oftice and equipment in a well established practice 
in one of the best business cities in the United States. 
If anyone is interested, please contact: Mrs. Carl F, 
Breisacher, #41 Druid Place, Charleston 4, West Vir- 
ginia. 


WYOMING—GROSS $54,000; BUILDING AND X-RAY 
with active general practice; new modern 11 room office; 
$7,500 will handle; will introduce; you can net $35,000, 
Box 5407 P, % AMA. 


APPARATUS, ETC., FOR SALE 


QUARANTEED RECONDITIONED X-RAY, ELECTRO- 
medical and electrocardiograph equipment; available at 
all district offices; United States and Canada; deal 
directly with factory organization; all sales and service 
personnel factory-trained; prices include installation 
and operating instructions. Write to: B-2, General 
Electric Company, X-ray Department, 4855 Electric 
Ave., Milwaukee |, Wisconsin. Q 


FOR SALE—MODEL F DIATHERMY UNIT WITH 
all attachments ; Castle floor mode] spotlight; flouresent 
magnifier floor light. Call: Mrs. L. H. Stern, South 
Shore 8-6114, Chicago, Llinois., Q 


PROFESSIONAL 
PRINTING COMPANY, INC. 
NEW HYDE PARK, N. Y. 


WESTINGHOUSE 200 M. A. X-RAY UNIT; TILTING 
table, Bucky, Shockproof tubes; spot device; tubestand, 
accessories include darkroom refrigerated tank; fluro- 
dex heavy duty equipment; excellent condition. Con- 
tact: Dick X-Ray Company, 3 Gilbert Court, Peoria, 
Illinois, attentior, R. L. Green. 


LARGEST STOCK OF USED—RECONDITIONED AND 


surplus X-ray equipment in America-—-All makes and | 
models of diagnostic and therapy units, delivered, in- | 


stalled, guaranteed and service; write for details and 
new accessory price list. Medical Salvage Co., Inc., 217 
E. 23rd St., New York 10, New York 


PRIVATE PHYSICIAN—GOING INTO CLINIC PRAC- 


for 50% of cost new; Burdick EK-2 Direct Writing 
EKG, diathermy machine; ultrasonic machine; Pelton 
Autoclave. Box 5424 Q, % AMA. 


LARGE STOCK NEW, USED EQUIPMENT; INSTRU- 
ments; available for physician, hospital, or laboratories. 
Harry Wells, 400 E. 59th St., New York 22, New York. Q 


A. C. M. L—FLEXIBLE EXAMINING GASTROSCOPE; 
used four times; $450. Kersten Clinic, Fort Dodge, 
Towa. Q 


MISCELLANEOUS FOR SALE 


FOR SALE—COMPLETE UNBOUND FILES OF AR- 
chives of Dermatology & Syphilology for years 1931 to 
1934 inclusive; American Journal of Syphilis & Ve- 
nereal Diseases for years 1930 to 1954 inciusive; ex- 
cellent condition. Dr. Arthur B. Coon, Pyramid Life 
Blidg., Little Rock, Arkansas. 8 


FOR RENT 


FOR RENT—OFFICE IN MODERN MEDICAL BUILD- 
ing for doctor, dentist or Laboratory technician; in 
fast growing town; 20 miles from Chicago. Box 5341 T, 
% AMA. 


CALIFORNIA—ARCARIA AREA; ONE SUITE LEFT 
in modern medical building; other suites occupied by 
pediatrician, EENT and professional pharmacy; across 
street from busy clinic and emergency hospital; will 
oranee terms to suit. Knoll-9678 E. Las Tunas, Temple 
Sity. = 
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KIDs Love 


“WORMS HATE 


No fasting *« No special diets * No purging 


The new Piperazate Wafers, utilizing insoluble piperazine phosphate, provide 
short, pleasant piperazine treatment for intestinal helminths, For pinworm, only one 
dose a day for just one week is required; for roundworm, a single dose. 


Kids love the cool, tasty mint flavor of Piperazate Wafers. There is no possibility 
of spillage or variation in the size of the dose. And the use of Piperazate avoids the 
high incidence—35-50%—of nausea, vomiting and diarrhea which may be asso- 


ciated with gentian violet therapy.” 


Piperazate assures a 90% cure rate in one week's treatment of pinworm? and an 
85% cure rate in one day's treatment of roundworm.® 


One Week Dosage 
for Pinworm 
Children 15-30 Ibs. . . . 1 Wafer 
Children 31-60 Ibs. . . . 2 Wafers 
Children 61 Ibs. 

and over........ 4 Wafers 
To be sucked or chewed before 
breakfast for 7 consecutive days. 


One Day Dosage 
for Roundworm 
Children 20-30 Ibs. . . . 3 Wafers 
Children 31-40 Ibs. . . . 4 Wafers 
Children over 40 Ibs. 

and adults ....... 7 Wafers 
To be taken at one time on one 
day only. 


Piperazate Wafers 


piperazine phosphate, Leeming, 500 mg. 


Supplied: 1. Goodman, L., and Gilman, A.: Pharmacological Basis of Therapeutics, 
In packages New York, Macmillan, 1955, p. 1153. 2. Brown, H. W., et al.: J.A.M.A, 
of 28 Wafers 161:515 (June) 1956. 3. Hoekenga, M. T.: World M. J. 3:299 (Sept.) 1956. 


@TRADEMARK 


hes. Leeming 6 CeMne 155 East 44th Street, New York 17, N. Y. 


ARCHITECTURALLY DESIGNED MEDICAL SUITES 
available—Individually airconditioned and heated; 
planted patios; many extra features; ample parking; 
Anaheim, California; population 91,000; MD's, 43. 
Owner, L. A. Mannes, 9602 Orange Avenue, a, 


LABORATORY FOR SALE 


PATHOLOGY LABORATORY FOR SALE—OPEN ONE 
week; finest equipment; all new; sudden serious illness 
of owner forces sale; in San Francisco Bay area. Box 
5293 V, % AMA 


POMPANY BEACH—OPPORTUNITY TO PURCHASE 
fully equipped progressive clinical laboratory in medi- 
cal building; fast growing town; excellent potential. 
Box 5344 V, % AMA. 


REAL ESTATE FOR SALE 


100 ACRES CANADIAN BUSH, 10 MILES FROM 
Parry Sound, Ontario; 200 miles from Buffalo; no 
road in; straddles Sequin River: good hunting; one 
fishing; good investment, $1000. Box 5483 X, % AMA. 


NEW HOUSE FOR SALE—ADAPTABLE HOME AND 
office for physician with family; good income; excellent 
location, near lakes, Gloversville, New York; terms; 
immediate possession; owner practicing Florida. Box 
5443 X, % AMA 


PUBLISHERS AND PRINTERS 


PROFESSIONAL PRINTING COMPANY 
NEW HYDE PARK WY 


PRINTING * PATIENTS’ RECORDS 
BOOKKEEPING SYSTEMS * FILES 


PROFESSIONAL PRINTING CO., INC 
NEW HYDE PARK, N. Y. 
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iron-deficiency anemia is common... but never normal 


“The surprising thing is the number of people at the present time with 
[iron-deficiency anemia], sufficient to interfere with their health and 
efficiency, in whom it is not recognized and not treated.” 

—Youmans, J.B.: New England J. Med. 234:773. 


A decrease in hemoglobin concentration of only 10 or 15% from normal is 

frequently sufficient to produce a definite asthenia, easy fatigue and 

a high susceptibility to infection in an individual otherwise considered well. 
—Paegel, B.A., and Ross, J.F.: M. Clin. North America 30:1042. 

In such patients just three or four ‘Feosol’ Tablets daily should produce 

a rise in hemoglobin which often averages 1% per day—and a satisfactory 

reticulocyte response in one week. 


FEOSOL 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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The ever-increasing interest in intra- 


arterial pressure emphasizes today’s need 
for a meaningful degree of accuracy in its 


measurement. 


gravity instru- 


The use of a true mercury 


depend- 


ment assures you of consistent, 
able bloodpressure readings. 


= 
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From today’s pianned bigger families 


7 HE upcoming space age must rely on today’s larger fam- 
ilies of professional people for its science specialists. 
College graduates — reversing a low-birthrate trend — are 
having bigger families, planned big. In fact, they have 
grown about three times as fast in the last fifteen years as 
nonprofessional families. 


Bigger but spaced — Families of five children have increased 
more than 80 per cent during the past 14 years. One out 
of five married women 25-29 years old had a new baby in 
1954-55.2 Many were wives of professional men. 


When foresighted wives come to you for contraceptive 


advice to help space their families, they want to be sure 
that the method you recommend really does a job of pro- 
tecting them. 


Maximum protection for women of high parity — You can 


give this assurance unhesitatingly when you recommend 
the diaphragm and jelly method — preferred technique for 
women of high fertility. Many parenthood clinics the world 
over have adopted the diaphragm and jelly technique “. . . as 
possessing the least degree of fallibility. . . .”* When used 
intelligently and regularly, unplanned pregnancies seldom 
occur. This dependable method reduces “the likelihood of 
conception by at least 98 per cent.’ 
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-tomorrow’s atomic scientists 


Provide comfort — insure motivation— When you prescribe 
RAMSES® Diaphragm and Jelly, you ensure the comfort 
that helps motivate women to stick to the method. The 
sheer comfort enjoyed by patients you fit with RAMSES 
Diaphragm comes from its soft Cushioned Rim, flexible 
in all planes to permit complete freedom of movement . . . 
to afford complete ease without risk of irritation. 


References: 1. Kiser, C. V.: Milbank Mem. Fund Quart. 33:393 (Oct.) 
1955. 2. Statist. Bull. Metrop. Life Insur. Co. 37:1 (Oct.) 1956. 3. Novak, 
E., and Novak, E. R.: Textbook of Gynecology, Baltimore, The Williams & 
Wilkins Co., 1956. 4. Tietze, C.: Proc. 3rd Internat. Conf., Planned Parent- 
hood, 1953. 


RAMSES Jelly,* a “10-hour” jelly, 
immobilizes sperm and has aesthetic 
advantages which also strengthen 
motivation. Wives who want their 
families when they want them have - 
confidence in your help when you specify * 
RAMSES Diaphragm and Jelly. Prescribe the 
handy, complete unit—-RAMSES “TUK-A-WAY”’® 
Kit #701 with diaphragm, introducer, and 3 oz. 
tube of RAMSES Jelly in a washable, zippered bag. 
Diaphragms —50 to 95 mm.; Jelly refills at all pharmacies. 


JULIUS SCHMID, tc. 

423 West 55th Street, New York 19, N. Y. 

*Active agent, dodecaethyleneglycol monolaurate 5%, 

in a base of long-lasting barrier effectiveness 

RAMSES and “‘TUK-A-WAY”’ are registered trade-marks of Julius Schmid, Inc. 
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Puts safety first. Proved in 


(Pramoxine, Abbott) 


clinically-studied case 


J.A.M.A., Feb. 15, 1958 
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new 
improved 


Theragran—the original and most widely prescribed 
therapeutic vitamin preparation—is now expanded 
e to provide additional nutritional support for your 
- adult patients. In keeping with the proposals of in- 
f vestigators, such vitamins as B,2, pyridoxine and 
d-calcium pantothenate have been added to the 
: formula, and the ascorbic acid content has been in- 
creased. These improvements in the Theragran for- 
mula provide your patients with extra value at no e 


additione’ cost. 


25,000 U.S.P. Units 
1,000 U.S.P. Units 


Vitamin A 


Ascorbic Acid ....... 
Pyridoxine HyGrochdoride 5 meg. 


Vitamin activity concentrate 


1 or more capsules dally as recommended by a physician. 
Family Fack of 180, Bottles of 30, 60, 100 and 1000, 


AL@O AVAILABLE 


new! SR, 
formulated for vitamin therapy in children and adolescents — 
as Theragran is formulated for adults. 


for patients who.prifer liquid vitamin therapy 


SQUIBB 


Squibb Quality— 
the Priceless 
Ingredient 
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A new emergency treatment 


for shock resulting from burns 


a Sodium Bicarbonate 
and salt solution orally 


administered .. . 


goes into shock .. . 


3 - proves an effective 
first-aid treatment. 


... proved in recent clinical tests 


Recent clinical tests by an inter- 
national group of medical scientists 
show that, in cases of shock resulting 
from burns, a soda and salt solution 
taken orally is as effective an imme- 
diate emergency treatment as whole 
blood, plasma, or plasma extender.* 


In the carefully controlled tests, 
with one group taking the saline 
solution and a similar control group 
receiving standard treatment for 
shock, the only variances occurred 
during the first 48 hours. However, 
the saline solution group resisted 


shock, and death from shock, equally 
as well as the control group. Also, the 
first group showed no toxic effects, 
even though large doses of the saline 
solution were administered. 


The ease with which this saline 
solution is prepared—using materials 
available in almost every home— 
indicates that the new method may 
be of great aid in saving lives during 
national emergencies and disasters, 
when professional medical help may 
not be immediately available. 


*See Journal A.M.A., August 11, 1956, pp. 1465-1473 


Church & Dwight Company, Inc. 
70 Pine Street, New York 5, N.Y. 


Arm & Hammer and Cow Brand Baking Soda are 
pure Sodium Bicarbonate, meeting all the require- 
ments of the U.S.P. XV. They may be used when- 
ever Bicarbonate of Soda is indicated or prescribed. 


J.A.M.A., Feb. 15, 1958 
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relaxes 
both 


mind 


muscle 


without 
impairing 
mental 

or physical 
efficiency 


well tolerated, relatively 
nontoxic / no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal stufliness 
well suited for prolonged therapy 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets. Usual dosage: One or two 400 mg. tablets t.i.d. 


For anxiety, tension and muscle 
spasm in everyday practice. 


Miltown 


tranquilizer with muscle-relaxant action 


dicarbamate 


THE ORIGINAL MEPROBAMATE 
DISCOVERED & INTRODUCED BY 


WALLACE LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 


| 


Anxiety of pregnancy 


‘Miltown’ therapy resulted in complete 
relief from symptoms in 88% of pregnant 
women complaining of insomnia, anxiety, 
and emotional upsets.* 

‘Miltown’ (usual dosage: 400 mg. 


9 :703, June 1957. 


q.i.d.) relaxes both mind and muscle and *Belafsky, H. A., 
alleviates somatic symptoms of anxiety, 
“ tension, and fear. Meprobamate in pregnancy. 
‘Miltown’ therapy does not affect the Obst. & Gynec. 


autonomic nervous system and can be 
used with safety throughout pregnancy.* 


Miltown: 


THE ORIGINAL MEPROBAMATE | 


DISCOVERED & INTRODUCED BY 


WALLACE LABORATORIES 


CM-5571 
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Nou effective systemic enzyme therapy without injection 


Parenzyme buccal tablets, an exclusive research devel- 
opment of THe NATIONAL DruG Company, permit 
trypsin to enter the blood stream rapidly and directly 
via the oral mucosa. They provide the anti-inflam- 
matory and anti-edematous action of intramuscular 
Parenzyme. 


More than 2000 published case reports attest the 
excellent clinical results of Parenzyme in thrombo- 
phlebitis, ulcerations, inflammation, ocular trauma and 
bronchial congestion. The new buccal tablet combines 
this striking anti-edematous, anti-inflammatory effect 
with a convenience and flexibility of dosage hitherto 
unattainable. 


The recommended daily dose of Parenzyme B is 20 mg.— 
one 5 mg. buccal tablet, four times daily. 

For maintenance therapy Parenzyme buccal tablets are used 
following initial Parenzyme injections. 

For mild inflammatory conditions such as sprains, contu- 
sions, or hematomas, Parenzyme buccal may be used alone. 


For severe inflammatory conditions Parenzyme buccal tab- 
lets and Parenzyme Aqueous (I.M.) are usually administered 
concurrently to sustain high trypsin levels between injections, 


Greater comfort and freedom win patient 
cooperation, ensure adherence to your 
schedule, make Parenzyme B well suited 
for ambulatory and maintenance therapy. 


pleasant Jconvenient /simple sexclusive 


BUCCAL TRYPSIN. TABLET 
PARENZYME B (buccal trypsin tablet) 
vials of 24 tablets, each ; 
containing 5 mg. trypsin. 


® 


Also available: 
PARENZYME AQUEOUS 


(25 mg. trypsin plus 5 ml. diluent) Products of Original Research 


PARENZYME IN OIL 
(25 mg. trypsin in 5 ml. vial) 
THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. 


P-2230-56 
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I got an idea! Why Boy! I'll gobble it Please ... put some 
not put fruit in it? up with fruit in it! fruit in mine, too! 


did, Doctor! 


Even your hardest-to-please little patients will take 
instantly to these delicious varieties! To 100% Pork 
we added tasty Apple Sauce . . . to 100% Ham, Raisin 
Sauce... to 100% Lamb, Mint Flavor. All 3 are so 
tempting they awaken baby’s natural liking for meat. 
That’s why Swift’s scientists created them. They’re 
high in protein, creamy-smooth, easy to digest. 
Available for Juniors, too. 


Swift's 


. 
we, 
5 
eats for Babies 
ee 
Sewe Your Pauly Getler 
‘i , ialt pecially Meats for Babi 
ie Delicious meats are Swift's specialty...especia eats for Babies! 
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causes hyperacidity 


refreshingly flavored 


fast, lasting relief 


(Pramoxine, Abbott) 


no acid rebound 


nonconstipating 


contains no laxative 


Each tablet or teaspoonful contains: 
0.488 Gm. magnesium trisilicate 
0.26 Gm. tow-reactive aiuminem hydroxide 
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full-range tranquilizer and potent antiemetic for more rapid, 


extending TRILAFON benefits—To parenteral antiemetic and tranquilizer therapy TRILAFON 
Injection brings the key edvantages of rarely observed significant hypotension, virtual 
absence of pain or local reaction on deep intramuscular injection, and greater milligram 


potency than other parenteral phenothiazines. In over 1100 preintroductory trials 7 out of 
8 patients were entirely free of side effects. As with oral TRILAFON there is to date no reported 
agranulocytosis, apparent dulling of mental acuity or skin photosensitivity. 
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Injection 


perphenazine 


intensified action and when oral therapy is not feasible 


multiplying TRILAFON uses—TRILAFON Injection provides prompt response and control 
in acute and emergency conditions or where oral therapy is not feasible. Among the indica- 


tions—acutely agitated mental and emotional disturbances including catatonic 
excitement, hysteria and panic reactions; severe nausea and vomiting; anxiety and 
emesis control in surgery; apprehension and to lighten labor in obstetrics; intractable 


hiccoughs; severe pruritus; and as an adjunct in chronic pain. 


For dosages, side effects and precautions Schering literature should be consulted. 
TRILAFON Injection—5 mg., ampul of 1 cc., boxes of 6 and 100. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY ¢ 4 
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VISUAL HEART CLINIC—ONE OF A SERIES 
ARTERIOSCLEROTIC HEART DISEASE 


ROENTGEN CONFIGURATION 
Postero-anterior position 


Moderate left ventricular enlargement with 
prominence and calcification of aortic knob. 


Taken from White Laboratories’ Technical Exhibit, 
American Medical Association, 105th Annual Meeting, 
Chicago, June 11-15, 1956. 


useful cardiac glycoside for the 
treatment of congestive heart 
failure in elderly patients be- 
cause of its wide therapeutic 
range and efficacy.”’* 


Well tolerated cardioactive 
glycoside whose therapeutic dose is 
its toxic dose. 


e Moderate rate of elimination. 


e Short latent period. 


Uniform clinical potency. 


Patients now on other cardiotonics may be easily 
maintained on Gitaligin: 0.5 mg. of Gitaligin is 
approximately equivalent to 0.1 Gm. digitalis 
leaf, 0.1 mg. digitoxin or 0.5 mg. digoxin. 


Gitaligin Tablets—Bottles of 30, 100 and 1000. 


Gitaligin Drops—30 cc. bottles with dropper cali- 
brated for 0.05, 0.1, 0.2, 0.3, 0.4 and 0.5 mg. 


now available 

Gitaligin Injection—5 cc. ampuls containing 
2.5 mg. (0.5 mg. per cc.) of Gitaligin. Packages 
of 3 and 12 ampuls. 


*HARRIS, R.. AND DEL GIACCO, R. R.: AMER. HEART J. 52:300 (AUG.) 1956. BIBLI- 
OGRAPHY ON REQUEST 


GITALIGIN 


(WHITE'S BRAND OF AMORPHOUS GITALIN) 


White Laboratories, Inc. « Kenilworth, New Jersey 


“Gitalin [Gitaligin] is a very 
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PREDNISO 


| PARKE-DAVIS 


PREDNISOLO 


PARKE-DAVIS 
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| an advanced method of 
theophylline therapy 


CLYSMATHANE 


Disposable Rectal Unit 


simple...speedy...effective 


For the alleviation of symptoms in bronchial 
asthma and the acute episodes of heart failure, 
CLYSMATHANE(Fleet)supplies prompt therapeu- 
tically adequate blood levels of theophylline.“ 


Even after repeated dosage CLYSMATHANE 
(Fleet) minimizes the side effects often asso- 
ciated with oral or parenteral theophylline 
administration. The plastic squeeze bottle (with 
attached, prelubricated, non-traumatic rectal 
tube) is designed for self-administration. 


Dosage: One CLYSMATHANE (Fleet) 
Unit as a retention enema before retir- 
ing or as directed. Available on prescrip- 
tion at professional pharmacies. 


Composition: Theophylline monoetha- 
nolamine (Theamin, Fleet) 0.625 Gm. 
aqua 37.0 ml. in rectal dispenser. Units 


packed in individual cartons, manufac- 
turer’s label readily removable. 


REFERENCE: (1) Ridolfo, A. S. & Kohlstaedt, 
Wis: re K. G., “A simplified method for the rectal in- [iizaamm 
stillation of theophylline’—to be published 


CLYSMATHANE 


Disposable Rectal Unit 


Professional Samples and literature on request 


c. B. FLEET CO., INC. 
Lynchburg, Virginia 
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heart 
disease 
is a State 
of stress 


EQUANIL 
Meprobomate 
PHENERGAN® HC! 

Promethazine HCl 
SPARINE® HCI 
Promazine HC! 


A Wyeth normotropic drug for nearly 
every patient under stress 


Philadelphia 1, Pa. 
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Meprobamate 


Relieves tension—mental and muscular 


case-Report anstract: H.R.; male, aged 40 
Severe anxiety complicating acute posterior myocar dial 
snfarction, with sinus tachy cardia and premature yentricu- 
lar contractions: prompt snprovement followed the use of 7 
FEQuaNt. to calm the patient. The heart rate slowed: the oy 
premature contractions subsided, and the patient responded 
} to reassurance: Medication with EQUAN™ continues: and a 
the patient has returned to work: 
| Cardiac patients who show signi s of 
anxiety should receive ataractic t { the 
Waldman, ana Peinet, AM pract. & Digest 8:1076 
july) 1987. 


Doctor, your dietary decision 
can build Blue Ribbon babies 


The baby who wins the blue ribbon is the 
one whose doctor—no one else — determines 
its exact nutritional needs. 


A scientifically formulated evaporated milk product 
prepared exclusively from Grade A Milk 


Happy Lynn Patricia, aglow with health, is a 
Blue Ribbon winner, pride of her doctor who 
selected VARAMEL to get her off to a strong start. 


* 
* 


TARAMEL BUILDS BLUE RIBBON BABIES * 

* ; Made from milk of outstanding purity. e Provides adequate amounts of all | * 

e Scientifically formulated for optimum § known essential vitamins plus much- | 

nutrition. needed iron. : 

e Helps prevent colic.1 Butterfat re- doctor control infant feedin 
| Placed by easily digested vegetable jonger. Advertised to the medical pro. 
Twice homogenized for better diges- only. Available in drug stores. 

tion and absorption. 
ie e Permits prescribing carbohydrate of e Economical to use— eliminates need 
% choice. No sugar added. for additional vitamins and iron. a. 
ae Approximate Analysis Other products-Baker’s Modified Milk | 
49% Calcium. . 0.19% —a completely prepared formula in liquid 
| | and powder form. 
1.2 Moisture............79.8 — i 
32 Calories per fi. oz. 
1. Breslow, L.: Clinical Approach to Infantile Colic. : 
J. Pediat. 50: 196-206, 1957. (Reprint sent on request.) : % 
keri Laboratories, Inc. « Cleveland 3, Ohio 4 
Milk Products Euolesively for the the Medical Profession ae 
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when emotional stress is a complicating factor 


‘Thorazine’ by injection (ampuls or multiple dose vials) often 
provides immediate relief from severe attacks. 


‘Thorazine’ Spansulet capsules q12h provide sustained, 
24-hour protection against emotional stress that can precipitate attacks. 


‘Thorazine’, in any dosage form, promotes sound sleep 
without respiratory depression. 


THORAZIN E% one of the fundamental drugs in medicine 


chlorpromazine, S.K.F. 


Smith Kline & French Laboratories, Philadelphia 1 
*T.M. Reg. U.S. Pat. Off. +T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F, 
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Medrol 


hits the disease but spares the patient | 


| | 
| 
| 
Upjohn | 
The Upjohn Company 
POR Kalamazoo, Michigan 
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what are the most commonly 
neglected principles in management 
of acute asthma? 


Correcting dehydration. Using expectorants. These two measures should 
be combined since the efficacy of expectorants depends upon adequate 


hydration. 
Source —Carryer, H. M.: A.M.A. Arch. Int. Med. 99:82, 1957. 


all-night protection for asthmatics 


AMINET® WITH PENTOBARBITAL 
SUPPOSITORIES 


ConET®—exclusive nonreactive base—always melts promptly at body 
temperature, never inactivates aminophylline—invariably releases full 
protective antiasthmatic dose. 


Full Strength AMINET Suppositories—for adult use—Aminophylline 0.5 Gm. (7% gr.), 
pentobarbital sodium 0.1 Gm. (1% gr.), benzocaine 0.06 Gm. (1 gr.). Also available— 
Half Strength AMINET Suppositories and Plain Aminophylline Suppositories. 

Boxes of 12. 


(AY ames COMPANY, INC «+ ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto asese 
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HE’S OFF CAFFEIN... 


but he still enjoys his coffee as much as ever! 


Hearty ...robust ... full man-sized flavor! That’s new Instant 
Sanka Coffee. No matter how much coffee your patients like to 
drink .. . Instant Sanka can’t get on their nerves or keep them 
awake. All pure coffee. 97% caffein-free. 


LETs you sLEEP 


A fine coffee from General Foods 
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The Cosmetic Answer 


More and more doctors are coming to realize that 


ETHICAL P im 


the problems of many of their patients can be answered 
by the intelligent use of the right cosmetics. 
Frequentiy, disfiguring marks can be effectively con- 
cealed with a resultant improvement in the subject's gen- — 
< A modern hospital for gen- 
eral outlook on life. eral medical care, with excel- 
} lent diagnostic, therapeutic and 
ERY rehabilitation facilities. 
There are many periods in a woman's life when an Louis L. Amato, M.D. Med. Dir. 
interest in improving her appearance goes a long way 
towards restoring a sense of well-being. 
BELLEVUE PLACE 
We suggest that a normally heelthy person enjoys 
Nervous and Mental Diseases 
looking attractive as well as feeling fit. 
EDWARD ROSS, M.D., Medical Director 
> ‘ BATAVIA, ILLINOIS PHONE: BATAVIA 1520 
We also suggest that the services of a Luzier Cos- 
metic Consultant can be of help in all cases where a 
restoration of self-confidence is a factor. Ga J Z 
MRS. DAY'S BABY SHOES 
Luzier’s Inc., Makers of Fine Cosmetics & Perfumes 
| under your care should have the benefit of this work. 
| } GIE @ MRS. DAY'S IDEAL BABY SHOE CO., INC. 
KANSAS CITY 41, MISSOURI DANVERS, MASSACHUSETTS 
‘ One little, two little, three little Indians 
may give a ringworm scalping to 
. Four little, five little, six little Indians 
or even 
j Seven little, eight little or 


Nine out of ten little Indian boys. 


Nine out of ten little Indians, actually ment therapy. Squaws like it too, for 
92% as reported by Kuhn,* will grow new Salundek is nongreasy and nonirritating 
scalps and be rid of tinea capitis within and requires only two applications daily. 
12 weeks of easy, effective Salundek Oint- Write for patient instruction pads. 


Salundek® Ointment (brand of zinchlorundesal) 


MALTBIE LABORATORIES DIVISION ¢ WALLACE & TIERNAN INC. «+ Belleville 9, N, J. 


PSA-72 *Kuhn, B.: South. M. J. 49:1122 (Oct.) 1056, 
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Hospital 
practice 
feeding 


Standard formulas for PREMATURES 


Breast milk is satisfactory for the feeding of prema- 
tures in spite of the low protein and mineral and high 
fat content. But eventual formula feeding should pro- 
vide a high protein and carbohydrate to satisfy the 
rapid-growing needs of the premature and low fat con- 
tent because of limited digestive capacity. 


Feedings of small prematures are most effectively ad- 
ministered by the indwelling polythene nasal catheter 
and of large prematures, by bottle with small nipples. 


The first six feedings should be a sterile 5% solution of 
Karo Syrup at 2 to 3 hour intervals; for subsequent 
feedings, breast milk or formula should be added in 
gradually increasing amounts according to tolerance 
and requirements, as indicated in the table below. 


INITIAL FEEDING SCHEDULES FOR PREMATURE INFANTS 
(Feedings Started After 36 Hours and Continued at 2 to 3 Hour Intervals) 


FEEDINGS COMPOSITION QUANTITY 
First Six 5% Karo 2-5 mi. 
7th and 8th 2 parts 5% Karo 6-10 ml. 


1 part breast milk 
or formula 
9th and 10th 1 part 5% Karo 8-15 mi. 
1 part breast milk 
or formula 


11th and 12th 1 part 5% Karo 10-18 ml. 
2 parts breast milk 
or formula 


Subsequently Breast or formula feeding 12-20 mi. 


ADVANTAGES OF KARO® IN INFANT FEEDING 


Com position: Karo is a superior maltose- 
dextrin mixture because the dextrins are non- 
fermentable and the maltose is rapidly trans- 
formed into dextrose which requires no 
further digestion. 


Concentration: Volume for volume Karo 
furnishes twice as many calories as similar 
milk modifiers in powdered form. 


P urity: Karo is processed at sterilizing tem- 
peratures, sealed for complete hygienic pro- 
tection and devoid of pathogenic organisms. 


Low Cost: Karo costs 1/5th as much as 
expensive milk modifiers and is available at 
all food stores. 


A Medical Division 
‘=: CORN PRODUCTS REFINING COMPANY 
ene? 17 Battery Place, New York 4, New York 
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See why more 


efficiency with 


* Unobstructed field of vision during 
intubation 

* Obstructive secretion can be 
suctioned under direct vision 

* Eliminates possibility of 
using blocked tubes 

* Easy to clean 

* Maintains curve; difficult 
to kink 

* Centimeter markings 
indicate distances 
of the tip of tube 
from incisor 
teeth 


Available in 
complete sets 

or individually, in 
sizes from 12 to 30, 
also 34, 38 and 42. 
Order from your 
surgical supply dealer, 


RUBBER PRODUCTS 
PROVIDENCE 2, R. |}. 
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LUTREXIN is a new, water soluble, 
non-steroid, uterine relaxing hormone 


—unlike estrogen or progesterone— 


which has been isolated from the 


ovary. 


LUTREXIN produces demonstrable 
blood levels thirty minutes after oral 


administration. ' 


Majewski and Jennings”? in their 
confirming study, report 68% 
favorable results with LUTREXIN 
in eighty clinically diagnosed cases 


of premature labor. 


Dosage: The above authors recom- 
mend an initial dose of four tablets, 
followed in one hour by three 

tablets and one tablet hourly there- 


(H.W.& D. brand of lututrin) TA BL ET S Supplied in bottles of 25—1000 unit 


for increasing time in utero tablets 


1. Jones, Georgeanna S. and Smith, Frank: Am. 
J. Obstet. Gynecol., Vol. 67: No. 3, 628-633, 
1954. 

2. Majewski, J. T. and Jennings, T.: Obstetrics 
& Gynecology, Vol. 5, No. 5, 1955. 

3. Majewski, J. T. and Jennings, T.: Obstetrics 
& Gynecology, Vol. 9, No. 3, 1957. 


after until contractions cease. 
However, many clinicians have more 
than doubled this dosage with 


excellent results and no untoward 
effects. 


in vivo measurement 
of LUTREXIN on 
contracting uterine muscle 


HYNSON, WESTCOTT 
& DUNNING, INC. 


BALTIMORE 1, MARYLAND 
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